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OBSERVATIONS ON THE CEREBROSPINAL FLUID IN 
CLOSED HEAD INJURIES 


J. W. ALDREN TURNER, D.M., M.R.C.P. 
Neurologist, E.M.S. 


These observations are based on the study of 85 patients 
who were admitted to an E.M.S. head injury centre within 
a few days of an injury from which no open wound of 
the skull had resulted. Most of the patients were involved 
in motor-cycle or lorry accidents, but some were air-raid 
casualties who had been thrown to the ground or hit by 
flying masonry or metal fragments. In all these cases a 
lumbar puncture was performed shortly after they were 
admitted, and in some of them repeated punctures were 


carried out. 
Lumbar Puncture Pressure 

The cases have been divided into three groups, of low, 
normal, and high pressure, the normal pressure being taken 
as 90 to 180 mm. of water. In 42 the pressure was within 
normal limits, in 28 it was above 180 mm., and in 15 
it was below 90 mm. An attempt has been made to corre- 
late the pressure with features of the clinical state. 


TABLE I 
Lumbar Puncture Pressure 
State of Consciousness 
0-90 mm. 90-180 mm. | Over 180 mm. 
Full consciousness .. i 27 9 
Restless stupor 1 5 6 
Coma .. 1 2 | 
Total .. a sks 15 42 28 


These findings were recorded at the time of the first 
lumbar puncture; in many cases this was done within 
twenty-four to forty-eight hours of injury, but in others, 
owing to delay in admission to a head injury centre, it was 
not carried out for seven to ten days. It will be seen from 
Table I that the pressure of the cerebrospinal fluid in the 
lumbar sac bears little relation to the patient’s state of 
consciousness : deep coma can be present with a normal 
or low pressure as well as with a high one. It is, however, 
true that drowsiness is a frequent symptom in patients with 
a high pressure, though it is not confined to them. 


TABLE II 
Lumbar Puncture Pressure 
Condition 

0-90 mm. | 90-180 mm. | Over 180 mm. 
No headache 11 24 1 
Moderate headache .. “e 2 8 10 
Severe headache We oe 0 3 9 
Stupor or coma <s ike 2 7 8 


In the acute stages of a head injury the lumbar puncture 
pressure bears a closer relation to the degree of headache 
present than to the state of consciousness. It will be seen 
from Table II that only one patient with a high pressure 


was free of pain. He was a soldier admitted six days after 
a motor-cycle accident from which he had been uncon- 
scious for five days, and though his lumbar puncture 
pressure was 300 mm. he showed no symptoms. In all 
the other patients with high pressure who were conscious 
headache was complained of, and in 9 of them it was 
severe and not necessarily accompanied by blood in the 
C.S.F. In the low-pressure group bad headache was not 
a feature, but 3 of the patients with normal pressures had 
severe pain. 

The same relation does not appear to hold in patients 
with late post-traumatic headache, in whom the lumbar 
puncture pressure is usually within normal limits but occa- 
sionally low. 

Pulse Rate 

As a slow pulse rate may be found soon after a closed 
head injury with any degree of C.S.F. pressure it cannot 
be taken as a reliable index of a raised intracranial pressure. 
Further, the pulse rate may remain slow when the pressure 
is rapidly reduced. The presence of a slow pulse rate with 
a normal C.S.F. pressure in head injuries has been re- 
marked on by Denny-Brown (1941), and has been ascribed 
by him to medullary contusion. This explanation would 
be compatible with the persistence of a slow rate in spite 
of rapid reduction of intracranial pressure. 


Reduction of Increased Pressure 


Patients with a raised C.S.F. pressure who have had only 
small quantities of blood in the fluid have been treated 
by dehydration by means of hypertonic enemata of 6 oz. 
of 50% magnesium sulphate administered twice daily. In 
most cases this method has succeeded in reducing the 
pressure and relieving symptoms. In a few patients severe 
headache has continued and the pressure has remained high 
in spite of this treatment, and to them 40 c.cm. of five- 
times-concentrated serum has been given intravenously. 
This treatment has usually resulted in a fall of pressure 
and often a dramatic relief of headache. An account of 
this group of cases is in preparation. 

As a rule, in uncomplicated cases the clinical condition 
improves as the C.S.F. pressure falls, but in one case of 
closed injury in which the clinical condition remained 
stationary, though the C.S.F. pressure fell, an extradural 
haematoma was found at necropsy. 

This patient was a soldier, aged 20, who was admitted five 
days after an injury of which no details were available. He had 
been admitted to another hospital, where he was found to be 
in a semi-comatose state with right-sided spasticity, but no 
pupillary or reflex changes. When seen by me he was in a 
restless stupor, and had a small sutured scalp wound in the left 


frontal region ; there was slight weakness of the — = of 
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the face and right arm and leg, all the tendon jerks and the 
abdominal reflexes were absent, the plantars were flexor, and the 
fundi and pupils were normal. Radiographs of the skull 
showed no fracture, and lumbar puncture pressure was 260 mm., 
the fluid containing 3 cells and 50 mg. of protein per 100 c.cm. 
As his condition remained stationary a left parietal trephine hole 
was made, but no haematoma was found. The patient’s clinical 
condition remained much the same as on admission, but the 
lumbar puncture pressure thirteen days after the injury was 
70 mm. and twenty-one days after was 10 mm., the fluid still 
being normal. He died on the twenty-third day, and at the 
post-mortem examination a large extradural haematoma con- 
taining solid blood clot was found low down in the left tem- 
poral region; this had arisen from a torn anterior branch of 
the middle meningeal artery. 


Similarly, in penetrating injuries a space-occupying lesion 
needing operation may be present though the C.S.F. pres- 
sure is falling, as in the following case. 


A soldier with a penetrating wound of the left parietal region 
was admitted in coma with a right hemiparesis on the day on 
which he was wounded by a bomb fragment. The small 
external wound had been sutured before admission. His lumbar 
puncture pressure was 310 mm. and the fluid was deeply blood- 
stained. In the course of the next twelve days there was gradual 
improyement and he passed into a restless stupor. the lumbar 
puncture pressure gradually falling to 140 mm. On the twelfth 
day the parietal lobe was explored and an intracerebral haema- 
toma was evacuated from it. This was followed by rapid 
improvement in his condition. 


These cases emphasize that in spite of a progressively 
falling C.S.F. pressure there may still be present a com- 
pressive lesion which needs operation, and this is especially 
likely if the clinical condition does not improve fairly 
rapidly as the pressure falls. 


Blood in the C.S.F. 


Blood in moderate quantity may be present after what 
appear to be comparatively slight injuries which are fol- 
lowed by only a few seconds’ post-traumatic amnesia or 
even no loss of consciousness (cf. McKissock and Browns- 
combe, 1941). The presence of blood in any considerable 
quantity is accompanied by symptoms, especially headache, 
neck rigidity, and a positive Kernig sign; but Ritchie 
Russell’s (1932) suggestion that a patient with over 100,000 
red cells per c.mm. in the C.S.F. is stuporous or comatose 
has been found to be not always true. 


A man aged 46 had fallen off a ladder on the day previous to 
admission, striking the back of his head on the ground ; he had 
been unconscious for about three hours. When seen thirty 
hours after the accident he was drowsy but conscious and co- 
operative, and there was marked neck rigidity. Lumbar punc- 
ture gave a pressure of 270 mm., and the C.S.F. resembled pure 
blood, except that there was no tendency to clot. Cell counts 
showed over four million red blood cells per c.mm. and a protein 
content of 2 grammes %. On the following day, when the 
count was still over 100,000 red cells per c.mm., the patient was 
conscidus but drowsy. 


It is difficult to account for the remarkably high red cell 
count in this case unless there was gravitation of blood 
to the lumbar theca. 


It is probable that the state of consciousness is not 
related directly to the quantity of blood in the C.S.F.: 
it depends rather on the site of origin of that blood. If it 
comes from cortical lacerations it is likely that there is 
extensive cerebral damage which will be accompanied by 
coma or stupor ; if it comes from an injured venous sinus 
there may be profuse bleeding with little cerebral damage, 
and in these cases unconsciousness may not be present. 
This latter type of injury probably occurred in the above 
case, as there was never any further evidence of cerebral 
damage after the first loss of consciousness, and there was 
a long crack in the occipital bone. 


In cases in which there is blood in the C.S.F. it is impor- 
tant to culture the fluid and to do a differential white cell 
count on it, as it is possible to ascribe to subarachnoid 
bleeding the fever and meningeal signs which are usually 
present, when in reality there is an infective meningitis as 
well as a chemical one from the presence of blood. This 
is illustrated by the following case. 

This patient, a soldier, was admitted to hospital four days 
after a motor-cycle accident in France ; details of his condition 
in the first four days were lacking. On admission he was 
drowsy, had a severe headache, presented meningeal signs, and 
had a left lower facial weakness. The C.S.F. was under a 
pressure of 240 mm. and was heavily blood-stained ; haemo- 
globin amounted to 16°,. and the supernatant fluid was yellow. 
During the next three days he became more deeply unconscious, 
and as he was thought to be bleeding a right subtemporal 
exploration was performed and a burr-hole made in the left 
subtemporal region, but no haematoma was found. At post- 
mortem examination two days later there was seen to be a 
fracture of the anterior fossa with a purulent meningitis spread- 
ing from the posterior wall of the frontal sinus, which was 
involved in the fracture. 


If a culture and a differential white cell count had been 
made on this man’s fluid it is probable that the purulent 
meningitis would have been recognized; as it was, the 
meningeal signs were ascribed to subarachnoid bleeding. 


Disappearance of Blood from the C.S.F. 


Red blood cells usually disappear from the fluid in four 
to five days ; even in the case with over four million cells 
in the fluid no red cells were found on the fifth day. 
Occasionally they may persist for considerably longer 
periods after a closed injury, and it may be assumed that 
in these cases subarachnoid bleeding has continued for 
some days. For example, a soldier was admitted eight 
days after a motor accident in a restless confused state ; 
the C.S.F. contained 100,000 red cells and was under a 
pressure of 310 mm. It was not until fourteen days after 
the injury that this man’s fluid became free of red cells. 

As the red cells disappear it is common for an excess 
of lymphocytes to persist in the C.S.F., 10 to 20 cells per 
c.mm. being a common finding. This increase of lympho- 
cytes may last for three to four weeks after severe bleed- 
ing: it is usually found even when the yellow coloration 
of the fluid has disappeared. The presence of more than 
2 or 3 polymorphs per c.mm. is unusual after a closed 
injury unless there is infection. 


Protein Content of C.S.F. 


The protein content of the C.S.F. shortly after an injury 
seems to depend on the amount of blood the fluid contains, 
and it usually falls as the blood disappears, but in the 
majority of cases in which there has been much bleeding 
the fall in the protein content is slower than the disappear- 
ance of the red cells. Occasionally there is a small rise 
of 20 to 40 mg. of protein per 100 c.cm. as the red cell 
count is falling. It seems possible that this is due to cor- 
puscular protein set free by haemolysis, as in the ordinary 
protein estimation the amount present in the corpuscles is 
not included, because they are centrifuged off before doing 
the estimation. 

In a few cases the C.S.F. protein remained higher than 
normal for several weeks after an injury. This does not 
seem to be related to the severity of the injury, as we have 
seen 100 to 120 mg. of protein per 100 c.cm. three to four 
weeks after comparatively minor injuries which were fol- 
lowed by only half an hour to one hour of post-traumatic 
amnesia. The significance of this continued raised protein 
content of the C.S.F. is at present undetermined, as the 
cases do not differ clinically from those in which the 
protein content has fallen fairly rapidly to normal. 
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Summary 


The pressure and constitution of the C.S.F. have been studied 
in relation to the clinical condition in 85 cases of recent closed 
head injury. 

The C.S.F. pressure bears little relation to the state of 
consciousness, but in conscious patients a raised pressure is 
usually accompanied by headache. The C.S.F. pressure may 
fall steadily even when a space-occupying lesion is present. 

The degree of consciousness is not related directly to the 
amount of blood present in the C.S.F. ; it depends rather on the 
site of origin of the blood. 

The importance of a differential white cell count and a culture 
on a blood-stained C.S.F. is emphasized. If these are not done 
the presence of subarachnoid bleeding may mask an infective 
meningitis. 

A lymphocytosis in the C.S.F. may be present for three to 
four weeks after a severe head injury. 


I wish to thank Mr. Harvey Jackson for permission to publish 
this report, and Dr. Gordon Holmes and Mr. E. B. C. Hughes 
for their help in its preparation. 
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Major, R.A.M.C. ; Specialist in Psychological 
Medicine 


IN COLLABORATION WITH 


G. I. SCOTT, M.A., M.B., F.R-C.S.Ed. 
Major, R.A.M.C. ; Ophthalmic Specialist 
AND” 


B. SEMEONOFF, M.A., B.Ed., Ph.D. 
Lecturer in Psychology, University of Edinburgh 


Night-blindness has been defined as a disturbance of light 
perception resulting in a difficulty and occasionally an 
inability to adapt the faculty of vision to very faint 
illumination (Jeghers, 1937). Figures as to its incidence in 
the average population under peacetime conditions are not 
available. Minor degrees of it are fairly common (Maitra 
and Harris, 1937 ; Jeans and Zentmire, 1934, 1936 ; Schuck 
and Miller, 1938). It is said to be commoner in the under- 
nourished poorer classes than in the well-fed well-to-do 
classes (Jeghers). During the war of 1914-18 numerous 
cases of night-blindness were reported in the armies of the 
various belligerent countries : 

French Army: Bourdier (1916), Truc (1916), Bussy (1916-17), 
Frenkel (1916-17), Aubaret (1917), Landolt (1917). Belgian 
Army: Weekers (1916), Danis (4918). Rumanian Army: Savo 
Goiu (1922). Serbian Army: Néchitch (1918). British Army: 
Smith (1921), Derby (1921). American Army: De Schweinitz 
(1921). German Army: Augstein (1915), Best (1915), Braun- 
schweig (1915), Feilchenfeld (1915), Paul (1915), Wessely (1915), 
Wietfeldt (1915), Zade (1915), Birch-Hirschfeld (1916), Elschnig 
(1916), Gelenczér (1916), Junius (1916), Léhlein (1916), Rauch 
(1916), Uhthoff (1916); Wolffberg (1916), Hiibener (1917), 


Koeppe (1917), Wohlfarth (1917), Hillemanns (1918), H6lscher 
(1918), Meyer (1918), Sattler (1918), Schieck (1918), Wiese 


(1919), Jess (1921). 


Towards the end of that war cases of night-blindness 
were seen in increasing numbers in the German Army, and 


“out in the black-out. 


the problem is again presenting itself there (Pillat, 1940: 
Hofe and Glees, 1940). Its significance for both the com- 
batant and the non-combatant arms of the Services is 
obvious. It impairs the efficiency of the soldier : sufferers 
from this malady are unfit for night guards, night driving. 
and night fighting. In the darkness they are likely to inflict 
serious injury on themselves or to damage Army property. 
Apart from congenital and hereditary night-blindness 

various views on the aetiology of this disorder have been 
put forward. It has been attributed to: (1) diseases of the 
eye (advanced myopia, choroidoretinitis, retinal detachment, 
optic neuritis, glaucoma, etc.) ; (2) overexposure to strong 
light and glare ; (3) defective nutrition ; (4) toxaemia (dis- 
eases of the liver, alcoholism) ; and (5) great fatigue. The 
most commonly accepted and, indeed, widely advertised 
view is that it is due to vitamin A deficiency (Jeghers, 1937 ; 
Sweet and K’ang, Frandsen, 1935). This view is regarded 
as so well established that dark-adaptation tests have been 
used as a criterion and a quantitative indicator of vitamin 
A deficiency. Many authors state that patients with night- 
blindness are often found to be nervous, irritable, and 
depressed (Duke-Elder, 1932 ; Elschnig, 1916; Park, 1935 : 
Paul, 1915; Weekers, 1916; etc.). A few writers believe 
that every night-blind patient is a malingerer (Derby, 1921 : 
Feilchenfeld, 1915; Smith, 192!), a view which has been 
emphatically repudiated by others (Pillat, 1940). Most 
authors have recognized and separated a group of cases 
labelled as nervous or hysterical night-blindness. The 
neurotic implications of night-blindness have been dis- 
cussed by Culpin (1940), but so far as is known to us no 
attempt at a systematic study of the personalities concerned 
has as yet been undertaken. Everyday experience shows 
that anxious individuals object more than others to going 
Coming out into the street, they cling 
like frightened children to others and ask for their support. 
These considerations and the idea that anxiety may be 
related in some way to dark adaptation prompted us to 
undertake the following study. 


Material: Method of Examination 


Biographical studies were made of 52 soldiers complain- 
ing of night-blindness who either were sent to us without 
selection by the eye department or were referred direct to 
us because of psychological disorders. Their ages at the 
time of examination were from 19 to 50; 39 of them were 
under 30 (9 had suffered from night-blindness since child- 
hood, 16 for several years; 13 noted difficulty in seeing 
in the dark for the first time when the black-out started, 
and 14 in the course of the war). Four were Regulars, 
5 Territorials, 12 volunteers, and 31 conscripts ; 43 were 
privates, 8 N.C.O.s, and 1 an officer. The patients, so 
far as was possible, were examined ophthalmologically by 
Major Scott, eye specialist at a military hospital, and were 
tested for their dark adaptation by Dr. Semeonoff of the 
psychological department, University of. Edinburgh. 


Findings 

Symptomatology.—All_ the patients examined suffered 
from severe night-blindness and stated that they were un- 
able to find their way about in the dark without help from 
others ; they often gave a dramatic description of how, with 
their arms stretched out in front of them, they groped their 
way in the dark or clung to their wives, mothers, or com- 
rades. Several of them, unable to see in the dark, had 
met with serious accidents or had damaged Army or Air 
Force property—e.g., vehicles. 

In association with their night-blindness they often com- 
plained of other eye symptoms, such as photophobia, blur- 
ring of sight, black spots or floating blobs in front of the 
eyes, aching or heating sensation in the eyeballs, quivering 
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of the eyes, etc. Previous spells of complete blindness were 
reported by 4. Headaches described as shooting or stab- 
bing were complained of by 20, and fits of giddiness, dizzi- 
ness, or fainting fits by 11 ; 12 reported symptoms suggestive 
of effort syndrome, and 10 suffered from rheumatism. 
Most of the men ate the ordinary Army food and there- 
fore had plenty of vitamins in their diet. Dyspeptics 
numbered 9, and only in these could the possibility of a 
reduced vitamin A intake be admitted. 


Ophthalmic Examination 


At the eye department of a military hospital 42 cases 
were examined. For purposes of analysis these cases have 
been divided into five groups, and the results may’ be 
summarized as follows: 


Group I (13 Cases).—In all of these cases the ocular findings 
were completely negative, apart from the fact that two of the 
men exhibited “ tubular ” fields of vision (although they had no 
difficulty in orientating themselves in daylight) of the type which 
one meets in “ hysterical ” subjects. The fundi were normal in 


without glasses. The fundi were normal in ten of the cases; 
the remaining one showed a small area of infective choroiditis 
in one eye. The peripheral fields of vision were normal in all 
except one patient, who admitted to possessing only a small 
tubular field in both eyes. In no case was there any ocular 
cause for night-blindness. 


Group III.—Summary of Clinical Findings 


all of these cases. 


In none was there any ocular cause for the 
symptom of night-blindness. 


Group I.—Summary of Clinical Findings 


Unaided | Corrected : . | Peripheral Fields 
Case | Vision Vision | Refraction | Fundi of Vision 
R. 6/6 - No appreci-} Normal Normal 
w. { | able error 7 
Only admits No error | Small “tubular” 
R.W.M.</R. 6/18 | | fields 
L. 6/24 | 
G. A. R. 6/18 | | 
A. M. L. | 
Set. B | | ” = | 
. — ” | ” } ” 
J. 6/6 | ” | ” 
S. M. L. | ” | ” 
5; 38: L. 6 6— | | ” ” | ” 
H. Vv. | | ” ” | ” 
— 
B. 6/6 | | 
Only admits, | Gross contraction. 
N { | Only admitted 
|L. 6/60 | | small *‘tubular”’ 


i 


fields 


Group II (6 Cases)—These men were “ one-eyed” for all 
In two cases one eye had been removed in 


practical purposes. 


| 
Unaided | Cc d ae Cl Peripheral 
nai orrecte xis of Cylin- 5 ipheral Fields 
Case Vision Vision der omitted in | Fundi of Vision 
Each Case) 
Only admits) Only admits! Only admits 
H.D. R. <6/60 | R. <6/60 | R. +1:75 Normal small ‘“ tubu- 
L. <6/60 | L. <6/60 | L. +1-75 lar ”’ fields 
T.c R. 6/18 |R. 6/6— | Moderate Normal 
226 6p hypermetropia 
|R. 6/9-—IR. 6/9-— light error ; 
\L. 6/9 L. 6/9 small congeni- | 
R. W. <| tal lens | 
| Opacity right | 
eye 
w.s R. 6/18 |R. 6/9 R. +2:0 
‘ L. 6/36 |L. 6/12 | L. +1-5/+2-75 
A. Mc R. 6/24 |R. 6/9 Moderate 
6/24 |L. 6/18—| hypermetropia 
E.S R. 6/60 |R. 6/6 R. —1-0/—1-25 
L. <6/60 {|L. 6/9— | L.-~2-75/—1-5 
R. 6/18 |R. 6/12+) Verylittleerror | Choroid-| Normal right 
Ww. M L. <6/60 | L. 6/24+ itis, left | eye 
eye 
D R. 6/18 |R. 6/9 Low myopic | Normal | Normal 
L. G12 iL. 69 astigmatism 
Only admits} Only admits; Low degree of 
R. 6/18 |R. 6/12 astigmatism 
L. 6/18 6/12 | 
R. 6/5 R. 6/5 :!R. +30 | Normal | Normal right 
H. C. L. <6/60 |L. < 6/60 L. high myopia: right | eye 
(amblyopic) | eye 
F.C R. 6/12-—|R. 6/9 Moderate Normal | Normal 
L. 6/18+/L. 6/12+! astigmatism 


Group IV (11 Cases).—All of these cases showed moderately 
high errors of refraction. In five the vision was good when 
corrected with glasses, which were being worn at the time of 
examination. Three men had marked amblyopia in one eye, 
the good eye being normal apart from the error of refraction. 
Two men had defective vision for which there was no ocular cause, 
and one of these had typical “ hysterical” fields of vision. In 
ten of the cases the fundi of both eyes were seen to be normal ; 
in one case, which showed a complicated cataract in one eye, 
the fundus in this eye could not be seen, but the fundus of the 
other eye was observed to be normal. One of the men in this 
group had considerable corneal scarring in both eyes, but with 
vision equal to 6/18 partly and 6/24; this was the only case 
which showed any ocular defect that one could say might cause 
a certain amount of difficulty in seeing in dim light. 


Group IV.—Summary of Clinical Findings 


earlier life, while in the other four the vision of one eye was 
grossly defective as the result of trauma, inflammation, or 
amblyopia ex anopsia. In all six cases the good eye was normal, 
and showed no ocular cause for the night-blindness. 


Group II.—Summary of Clinical Findings 


Case . Remarks | Refraction Fundi 
R. <6/60 | Corneal | No error | Normal | Normal left eye 
A. V. L. 6/9-— scarring | left eye left eye 
right eye 
R. “P.L.’’ | Detachment 
Be. L. 6/6— of retina 
right eye 
H.T R. Nil Right eye | Very little = o 
L. 6/9+ | enucleated) error 
(| R. “P.L.” | Old pene- | No. error 7 » ” 
D.L L. 6/6— tratingin-| left eye 
jury, right 
eye 
R. 6/9 Left eye | Practically | Normal | Normal right eye 
Ba. L. Nil enucleated rh error | right eye 
right eye 
6/6 Left eye | No error | Normal ” 
M L. < 6/60 am bly- | right eye é 
opic ex 
anopsia 


Group III (11 Cases).—These cases all showed slight errors of 
tefraction, but all had good vision with glasses, and fair vision 


ted ipheral Fields 
Unaided | Correc xis of Cylin- . eripheral Fie! 
Case Vision Vision | der omitted in | Fundi of Vision 
Each Case) 
S. B. Norecord | Norecord | Irregular | Normal | Normal 
astigmatism | | 
R. 6/18—|R. 6/18—| Irregular 
L. 6/24 |L. 6/24 astigmatism 
J. F. (corneal scar- 
ring) 
R. “P.L.”*| Only admits! L. +1-5/+4-0 Normal | Normal left eye 
W.Cc L. 4/60 |L. 4/60 right | left eye 
eye 
R. 6/36 |R. 6/12— +0:5/—3-5 | Normal | Normal 
W.W. 26/60 |L. 6/18 | L. —2-75 
R. <6/60 | R. <6/60 | R. +6:0/+3-0 se Normal left eye 
H. L. <6/60 |L. 6/12—| L. +6:0/+2:°0 ambly- 
opic 
R. <6/60 |R. 6/9— | R. -+2-5/—0-75 oe Normal 
A. 26/60 |L. 6/9— | L. —2-0/+0-75 
Only admits 
R. R. <6/60 {|R. 6/3 R. —3-25/—4-0 
L. <6/60 |L. 6/24 | L. —2:0/—40 
5/—1-0 Small “tubular” 
F, R. < 6/60 —| R. —3-5/-—1: ubula 
& L. 6/18—| L. —3-5/—4-0 fields 
R. 6/24 |R. 6/6 Moderately > Normal 
K. L. 6/60 |L. 6/8 high _astig- 
6/36 — Normal left eye 
R. 6/36 |R. ” ‘ 
PP. L. 6/6— | L. +60/+2-0 (right eye 
amblyopic) 
R. —1-75/—1-25 Typical “‘hys 
R. < 6/60 . —1-75/—1- 
L. 2 leo L. 6/60 | L. —1-5/—0-75 terical’’ fields 


W 


ret 
We 
so 
bl 
th 
f 
j 
ia 
| | 
| | 


AL 


; 
Oiditis 
in all 
small 
ocular 


Tight 


‘ight 


Ids 


ye 
ly- 


Oct. 25, 1941 


NIGHT-BLINDNESS 


BRITISH 573 


MEDICAL JOURNAL 


Group V (1 Case).—This man showed degenerative choroido- 
retinitis involving the peripheral parts of both fundi. The case 
was diagnosed as one of “retinitis pigmentosa,” although in 
some respects the appearances were atypical. The night- 
blindness was, however, undoubtedly due to organic disease of 
the choroid and retina in this case. 


Group V.—Summary of Clinical Findings 


Unaided | Corrected A . Peripheral Fields 
Case Vision Vision Refraction Fundi of Vision 
W:S. R. 6/6— No error | Degenerative ,‘‘ Ring scotoma”’ 
L. 6/60 choroido- | _ right eye 
retinitis Marked —_con- 
both eyes traction left 


eye 


Summary of Findings 

1. In 41 of the 42 cases examined there was no ocular cause 
for the night-blindness. One man had corneal scarring that 
might perhaps cause a certain amount of difficulty in seeing in 
dim light, but only one case showed disease of the eye sufficient 
to cause true “ night-blindness.” 

2. In no case was there any suggestion of xerosis of the con- 
junctiva or of the corneal epithelium. 


The further significance of these findings will be dis- 
cussed later in this paper. 


Dark-adaptation Examination 


Of the 52 cases studied 40 were tested for dark adapta- 
tion in the George Combe Psychological Laboratory, 
University of Edinburgh. The instrument used was the 
Nagel adaptometer (Nagel, 1907), and the method of testing 
as described elsewhere (Semeonoff, 1941). Since it was 
felt that the results obtained with this instrument might be 
influenced by general intelligence, the men were tested with 
Group A of the Herring revision of the Binet-Simon test. 
In two cases the eye condition made it impossible to apply 
this test, although these men were able to take the test of 
dark adaptation. 

By way of control a group of 33 soldiers, chosen at random, 
was tested for dark adaptation and intelligence in the same way 
as the night-blind group. Certain features of the two groups are 
compared in the following table. . 


Comparison of Night-blind and Control Groups 


Night-blind Group Control Group 
(40 Cases) (33 Cases) 
Age: 
Highest 50 44 
Median rit 27 25 
Lowest 19 18 
Intelligence (raw scores) : ; 
ighes a H 36 38 
Median 25 30 
Lowest 14 21 
No. with post-elementary educa- 
tion (any type) os ae | 6 14 


It will be seen that the groups are not quite identical in 
respect of age, education, or intelligence, and, moreover, a high 
proportion of the control group had various visual abnormalities. 
Three, indeed, mentioned that they experienced considerable 
difficulty in night vision. The control group must be regarded 
as a fairly random sample of Army personnel rather than as a 
group of “ normals.” 

The testing technique and treatment of results were briefly as 
follows. A period of forty minutes’ dark adaptation followed 
ten minutes’ preliminary light adaptation to a white surface of 
about 40 foot-candles illumination. During dark adaptation, 
readings of threshold intensity were taken at intervals, usually of 
five minutes. Sensitivity was measured in terms of logarithms 
of reciprocals of successive threshold values, zero corresponding 
to the maximum intensity of the adaptometer. Curves based 
on these sensitivity values were drawn, and smoothed in such a 
way as to eliminate or at least minimize the effects of accidental 
or other irregularities. Different measures of amount and rate 


of dark adaptation were derived from these curves, and it 
eventually appeared that, although these were almost inter- 
changeable, the most reliable single measure was the maximum 
sensitivity attained during the test period, as shown by the course 
of the smoothed curve. ; 

It must be noted that actual sensitivity to light under con- 
ditions of low illumination was being tested, and not ability to 
discriminate detail under these conditions. The latter, as Ferree 
and Rand (1938) point out, is by no means the same thing as the 
former, and is probably of greater significance in the ability to 
“see in the dark.” Nevertheless, pure sensitivity to light may 
be assumed to be more closely associated with the actual physio- 
chemical processes which take place in the retina, and which 
would therefore be more directly affected by nutritional causes, 
assuming that these could be operative. 

The distribution of dark-adaptation measures for the two 
groups is given in Fig. 1. Average figures are: night-blind 
cases, 2.6 ; control group, 3.6. , 


20;- 


NUMBER OF CASES 


SSS NIGHT BLIND GROUP 
CONTROL GROUP 


Fic. 1.—Distribution of dark-adaptation measures. A+ = 
4.0 and over—high normal. — =3.5-3.9—low normal. B= 
2.5—3.4—subnormal. C=1.5—2.4—defective. D=below 
1.5—grossly defective. 


It is necessary also to consider the possible effect of extraneous 
influences, such as those of age and intelligence, though the 
small numbers in each group reduce the reliability of any 
conclusions. Ferree et al. (1935, 1938) have shown that power 
of dark adaptation decreases with age, though the effect is more 
notable for discrimination of detail than for actual sensitivity to 
light. In the present control group a high negative correlation 
between age and sensitivity was found (—0.78 + 0.049), though 
this was strongly influenced by two cases of men over 40 who 
were the only “C” and “D” patients in this group. In the 
night-blind group, on the contrary, a non-significant positive 
correlation was found (+0.27 + 0.099). As regards intelligence, 
positive correlations with dark adaptation were found for both 
groups (controls, +0.46 40.094; night-blinds, +0.31 + 0.099). 
Since intercorrelations of sub-tests for the two groups suggested 
that the Herring revision presented a virtually different situation 
for neurotic and normal subjects, it was felt that general educa- 
tional level might prove a truer basis for comparison, particu- 
larly since the proportion of control cases with any sort of 
post-elementary education was much higher than in the night- 
blind group. The average dark-adaptation measure of the six 
night-blind men of this type was identical with that of the whole 
group (2.6); in the control group, which included fourteen such 
cases, the average was slightly higher (3.9, as against 3.6 for the 
whole control group). 


The general conclusion seems to be that among normal 
persons higher intelligence and educational level and lower 
age are associated with superior dark adaptation, while for 
“ night-blind ” cases such influences are wholly or in part 
obscured by other factors. 


Psychiatric Examination 
On psychiatric examination the soldiers studied were 
found to be psychologically abnormal far beyond the range 
of individual differences in the average population. In 
fact most of them, quite apart from their night-blindness, 
were unfit for military service because of their psychological 
abnormalities and disorders. 
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Nature and Degree of Psychological Disorder 


Using a modified Culpin scale, the patients were divided 
into four grades according to the degree of their psycho- 
logical disorder : 


0. No obvious psychological disorder. 

1. Minor psychological abnormalities not sufficient to inter- 
fere with an ordinary mode of life. 

2. Psychological disorders interfering with activities but not 
incapacitating. 

3. Psychological disorders temporarily or permanently in- 
capacitating. 


The grading was exclusively based on psychiatric findings, 
and the night-blindness itself was not taken into account. 
Grade 0 was absent in the series : 9 patients were classified 
as Grade 1, 12 as Grade 2, and 31 as Grade 3. 


While fully aware of the very limited value of psychiatric 
labels, we nevertheless tried to classify the patients accord- 
ing to their psychiatric diagnoses. In doing this Grade 1 
was left out of consideration for obvious reasons. Of the 
43 patients classified as Grades 2 and 3, 14 suffered from 
acute and 13 from chronic anxiety states—i.e., more than 
halt of the total of 52 were anxiety states—8 were cases of 
conversion hysteria, 4 were cases of depression, and 3 were 
psychopathic personalities of the schizoid or of the over- 
aggressive type. One patient was unclassifiable. These are 
some illustrative examples : 


Grade 1.—A soldier aged 34, unaggressive and averse to 
mischief as a child, has always been very shy and prone to 
blushing. Until he was 16 he stuttered very badly, and he still 
has a slight impediment of speech. 


Grade 2: Chronic Anxiety State—A soldier aged 28 com- 
plains of sleeplessness. He does not feel sure of himself and 
has always worried unduly about his work and his duties. He 
believes that other people stare at him and pass remarks about 
him. He has always been unaggressive, over-compliant, timid, 
afraid of darkness and of being hurt, and has been unduly con- 
cerned about his eyesight. Until the age of 14 he was a 
stutterer ; he is still a nail-biter and prone to bed-wetting. He 
is unduly attached to his mother, and if she is taken ill he feels 
ill himself. 


Grade 3: Acute Anxiety State——An extremely efficient R.S.M. 
aged 44 had an acute nervous breakdown after a period of over- 
work, and one day, marching at the head of a column, he 
collapsed. Afterwards he felt very anxious, for no reason 
known to him. He could not travel unless there was a corridor 
in the train by which to get out. He felt unable to go to the 
pictures unless he was seated near the exit. Every time he had 
a hair-cut he wanted to get out of the chair. He felt better 
when in company but, on the other hand, he dreaded meeting 
people. He also suffered from palpitation, dizzy spells, breath- 
lessness, sleeplessness, and a feeling of exhaustion. 


Conversion Hysteria.—A soldier aged 24 developed a peculiar 
disturbance of gait after an accident. He felt that his left leg 
was giving way, and he constantly stumbled. While he was in 
hospital for an examination of this disorder, which was found 
to be hysterical in origin, he suddenly felt unable to rise when 
seated and also lost his voice. 


Depression.—A sergeant aged 43, feeling rather tired, went on 
leave. On return to his unit the tiredness persisted and he 
became very irritable. He suffered from headache and sleepless- 
ness, was afraid of giving orders and of meeting people, and had 
difficulty in making decisions. He carried on his duties until, 
three months afterwards, he broke down completely, became 
very depressed, did not care if he were killed in air raids, and 
“howled like a kid” for no definite reason. He had no 
confidence in himself, felt that he was no use for the Army, and 
wanted to get out of it. ; 


Personality Types 


Correlation and mathematical evaluation of childhood 
characteristics carried out on these patients, according to 


a method previously described, enabled us to delineate 
certain personality types. : 

The majority of the men were of an over-dependent 
type ; a minority were ostentatiously independent. At the 
one end of the scale are individuals who have kept up a 
dependent childlike attitude even in adult life; they are 
perpetual children. Towards the centre of the scale there 
are men with strong feminine tendencies, more or less 
successfully concealed ; they present merely a facade of 
masculinity. At the other extreme are men who have a 
compulsive and clearly reactive and over-compensatory 
need to demonstrate their masculinity to everyone and 
anyone ; they succeed in being regarded as he-men. 


1. OVER-DEPENDENT TYPE 


Of the total of 52 soldiers 27 were of the over-dependent 
type. The majority were either delicate in health or had been 
definitely ailing as children. A fair number lost their father in 
early life and grew up in purely female surroundings. In others 
admiration for their father, whose physique or mental outlook 
represented their much-envied ideal, was mingled with a dread 
of his sternness or violence. Being delicate in health, they 
were often doted upon by their over-anxious and over-solicitous 
mothers, to whom many of them were grossly over-attached. 
Undue dependence on their mothers often extended into adoles- 
cence or even adult life. Many of them are still nicknamed 
“Mummy's pet” or “ Mummy’s darling” in the family circle. 
Some, on the other hand, felt or actually were unwanted, were 
neglected or ill-treated, and had in consequence a lifelong 
craving for love and affection. Any display of affection to 
one of their siblings roused undue resentment and jealousy in 
them. Most of them stated that they were unfit for games, and, 
at any rate, afraid of getting hurt; they preferred indoor 
activities to outdoor rough-and-tumble. Some were definitely 
lazy and liked best lying about or hanging about in the house. 
Some were helpless as children, constantly falling and getting 
cuts and stitches. Many of them took a great delight in 
girlish activities, such as washing dishes, scrubbing, and dusting 
(sometimes even in adult life). ‘* Mother often said I should 
have been a girl,” several of the patients said. They had little 
inclination to associate with other children at all and, if they 
did, they preferred girls’ company. “Boys are too rough for 
me,” they often stated. Certainly not entirely accounted for by 
their physical ill-health, most of them lacked aggressiveness. If 
they were attacked they burst into tears and ran home for their 
mother’s or their strong brother’s protection. Extreme cases 
endured even tormenting by other children without any attempt 
at retaliation or protest. One of the patients allowed himself to 
be rolled in the mud by other children and did not even take 
the trouble to remove the dirt. Smarting from such humilia- 
tions, they indulged in fantasies of strength and power, often 
modelled upon their strong fathers and brothers, but their actual 
efforts were weak and often pathetic. Most of them were 
timid, shy, and self-conscious. They were subject to numerous 
morbid fears and other nervous symptoms. 

Six of the patients maintained their childhood characteristics 
practically unchanged in adult life. They were unhappy 
creatures, a burden to those around them, unemployable and 


useless members of the community. Seven others were poor 


workers, clumsy and unintelligent, and handicapped by their 
morbid fears. They were shiftless in their occupations, were 
frequently dismissed, and had long spells of unemployment. 
Eleven did moderately well, and four even excelled in their 
occupations, but their ostentatious zeal, zest, and over- 
conscientiousness were clearly anxiety-motivated, and gave way 
to complete passivity. once they came up against serious and 
apparently insuperable difficulties. One of these, an N.C.O., 
had distinguished himself in numerous examinations and in the 
execution of his duties, but he broke down during the war of 
1914-18 after severe shelling, and again in this war when his 
unit was about to be sent to France. Two men, after a com- 
pletely passive attitude in childhood, went through a phase of 
great audacity and over-aggressiveness in adolescence and adult 
life, only to fall back again into a state of complete passivity 
when eventually they broke down. Over two-thirds of the men 
in this group are of a retiring disposition in their social contacts ; 
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they are quiet, unassuming, unaggressive, tender-hearted people 


' who prefer long walks alone in the country to being at parties 


or in crowds, where, without justification, they feel that every- 
body is looking at them or passing remarks about them. Even 
if they appear well adjusted, they are timid anxious individuals, 
unduly dependent on and swayed by the opinion of others. 
Whatever they do is carefully weighed up beforehand, because 
of their preoccupation with potential adverse consequences. 
Some are shy in front of women or are even terrified of contact 
with them. Others state quite frankly that they feel more at 
home in their company. “Girls understand me better than 
boys,” several said. If they marry they choose a sisterly or 
maternal type of woman who looks after them. They are meek 
and docile husbands, and if their wives are domineering, or even 
if they are unfaithful, they submit without protest. As might be 
expected, with very few exceptions they are poor soldiers. They 
are isolated in their units and often the butt of their comrades. 


2. OSTENTATIOUSLY INDEPENDENT TYPE 

This group comprises 12 patients, basically similar in structure 
to, though superficially just the reverse of, the first group. They 
adopt an active, energetic, masculine attitude towards life, but 
the ostentatious nature of their conduct and behaviour bears the 
stamp of its reactive over-compensatory origin. Waguely aware 
of their inherent passive feminine trends, they have to show the 
world how tough they are, for fear of being found out. 

They were usually robust as children, mixed easily and liked 
parties, whose “ life and soul” they were anxious to be. They 
were good organizers, always ready to assume leadership. They 
liked to be in the forefront of everything, were involved in any 
mischief that was.going, and were often the leaders of the local 
gang. They were stubborn and cheeky at home, and argumenta- 
tive and quarrelsome with other children if these did not fall in 
with their views and arrangements. Like the members of the first 
group they indulged in grandiose fantasies, but in contrast they 
put them into action. They were fond of taking risks, excelled 
in sports and games, and, in general, “liked to show off brute 
strength,” as one of the patients put it. They liked fighting for 
the fun of it, and prided themselves on having acquired such 
nicknames as “ Tiger” or “Champ.” Many of them, however, 
realized that this was not their real nature: behind a facade of 
self-assertiveness they were shy and diffident. They blushed 
easily, and joking insinuations implying their possession of 
girlish characteristics upset them unduly. A few fainted easily 
if it came to actual fighting, and almost all of them shamefacedly 
admitted they had always been subject to numerous morbid fears. 

Half of them, in whom self-driving ambition and wish to 
show off prevailed, made a success in life before their break- 
down. One of them, anxious to demonstrate his heroism, 
joined * the toughest tramp-ship company afloat.” The others 
were either lazy good-for-nothing loafers or got into trouble 
because of their aggressiveness. Strange as it may appear, this 
group includes the only female member of the series. Grossly 
over-attached to her mother from early childhood onwards, she 
“went for” her drunken father on many occasions. After- 
wards, in the face of many hardships, she tried to live up to 
her very high and rigid Spartan ideals. She joined the A.T.S. 
at the outbreak of war, and became severely depressed after her 
father’s death through enemy action. 

Their main characteristics fit these men well for soldiering. 
A few have distinguished themselves by their bravery ; four 
who were poor soldiers were either inefficient from the start or 
became involved in disciplinary difficulties. 


3. MIXED REACTION TYPES 

The remaining 13 patients showed no predominance of their 
dependent or independent tendencies. They have certain 
characteristics in common with both preceding groups without 
falling into either of them. This group includes individuals 
who, struggling against a constitutional handicap, tried more or 
less successfully to emulate their strong brothers and fathers ; 
chronically anxious individuals who somehow managed to 
master their morbid fears ; apparently fearless individuals with 
deep-seated conflicts over aggressiveness ; and solitary individuals 
without manifest social anxiety. Three patients of this group 
showed only minor personality deviations which approximated 
very closely to the normal. 

(To be concluded. References will be given with Part 11) 


THROMBOSIS IN ARTERIOSCLEROSIS OF 
THE EXTREMITIES | 


BY 
E. D. TELFORD, B.Chir., F.R.C.S. 


Emeritus Professor of Surgery, University of Manchester 


AND 


H. T. SIMMONS, M.D., Ch.M., F.R.C.S. 
Research Fellow, Manchester Royal Infirmary 


(From the Neurovascular Clinic, Manchester Royal Infirmary) 


At 25 years of age the arterial tree is seen at its best, and 
from this time onwards signs of wear and tear begin to 
appear. The downward course is slow and insidious, and 
the extent of the changes seems to depend more upon 
inherited quality of the arterial wall than upon any other 
single factor. Nature, however, possesses immense re- 
serves, and, in general, the stiffened wall and reduced calibre 
give rise to no significant symptoms, though they no doubt 
play a part in the loss of bodily strength and mental alert- 
ness in later years. 

In those arteriosclerotic patients in whom the embarrass- 
ment of the peripheral circulation of the limbs becomes 
serious the first signs of trouble are usually a persistent 
coldness of the extremities and an arresting cramp in the 
calf or foot on exertion (intermittent claudication). The 
walking distance gradually lessens ; colour changes appear, 
at first rubor and later cyanosis. Finally, severe and con- 
tinuous rest pain in the dusky digits is ominous of im- 
pending gangrene. 

There are, however, other cases of arteriosclerosis in 
which serious consequences descend like a bolt from the 
blue in patients who have had no previous warning of any 
defect in their peripheral circulation. These accidents 
appear to result from a sudden thrombosis, and when one 
thinks how commonplace is thrombosis of the cerebral 
or coronary arteries it is not surprising that similar catas- 
trophes should occur in the arteries of the limbs. During 
the last few years we have studied 19 cases in which sudden 
thrombosis of arteriosclerotic arteries has occurred, and 
we have watched the course of these patients over long 
periods. Of the 19 patients 16 were men and 3 women. 
The lower limb was affected in 17 cases and the upper in 2. 
The average age was 53, which indicates that thrombosis 
of the arteries of the limbs happens at a relatively early 
age in a patient who, already arteriosclerotic, is still capable 
of considerable muscular effort. 


Symptoms 


In most of our cases the attack has developed during 
a spell of active exertion—e.g., cycling uphill, climbing 
the gangway of a ship, pulling on a rope—and in one 
instance the trouble followed immediately on a fall from 
a lorry. 

The first symptom is a sudden pain of crippling severity, 
usually in the calf. On examination the foot is found to 
be cold and waxy, and no pulsation can be felt. The acute 
pain usually abates and the limb then presents the well- 
known signs of arterial embarrassment ; it is cold, shows 
rubor in the dependent position, and all active movement 
is sharply limited by the onset of severe cramp in the 
calf or foot, often within a few yards. Very gradually— 
it may be several weeks—the condition improves as some 
collateral circulation slowly comes into play, but recovery 
is always far from complete ; some degree of claudication, 
cold. and rubor persists. Gangrene is not common, and 
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when it does occur it is usually slight and limited to the 
distal parts of one or more digits. In only-one of our 
patients was amputation of the limb necessary for gross 
gangrene. 

The cardinal feature is therefore the sudden acute onset 
followed by a severe claudication which, unlike that of 
progressive arterial disease, tends steadily to improve as 
some amount of collateral circulation develops. These 
features are shown in Cases | and 2—the one in the upper, 
the other in the lower, extremity. 

Case 1.—A farmer aged 51 was pulling hard on a rope when 
he was seized with a severe pain in the right forearm and wrist. 
Within a few minutes his hand became cold, white, and completely 
useless. He went to his doctor, who found that the right radial 
pulse was absent. The pain gradually diminished, but the hand 
remained useless. When we saw him some months afterwards 
the right hand and forearm were wasted, cold, and pale: 
moderate exertion brought on severe cramp. There was no 
pulse at the wrist or bend of the elbow, but a strong pulse was 
felt in the upper half of the brachial artery. A right cervico- 
dorsal ganglionectomy was done, and gave a good result. He 
went back to his work and was able to do milking and other 
jobs on his farm. This patient eventually died suddenly from 
a coronary thrombosis eighteen months later. 

Case 2.-A labourer aged 44 was crippled by a sudden pain in 
the right calf while walking to his work. We saw him in 
September, 1938, and at that time there was no pulse in or below 
the popliteal. The foot was cold, showing distinct rubor but no 
loss of tissue. He was unable to work, and could walk at best 
less than 400 yards. when he was stopped by severe cramp in 
the calf. He was seen at frequent intervals, and as he showed 
no improvement lumbar-cord ganglionectomy was done in April, 
1939. This gave a good result. He is still at work, and can walk 
a mile at a good pace before he feels pain in the calf. 


Pathology 


The clinical features of all these cases suggest that there 
has occurred a sudden deposit of clot upon an athero- 
matous ulcer of the intima, and in one case we were able 
to obtain the thrombosed popliteal artery. This case was 
that of a man who at the early age of 33 was seized with 
a sudden thrombosis of the right popliteal artery. A 
massive gangrene of the foot developed, and amputation 
was inevitable. On naked-eye examination the artery 
showed gross arteriosclerosis ; its wall was stiff and thick- 
ened, and its lumen over a length of three-quarters of an 
inch was blocked by a thrombus. Under the microscope 
it was seen that this was an organized thrombus situated 
on an ulcerated area of the intima; the media showed 
hyaline changes such as are found to precede calcification. 


Diagnosis 

Owing to the pain in the calf on walking these cases are 
apt to be wrongly diagnosed as “ rheumatism,” and owing 
to their. onset during muscular exertion they have been 
taken for instances of ruptured muscle. These mistakes. 
which may be followed by useless and even harmful 
treatment, should be avoided if attention be paid to 
the coldness, pallor, and absence of pulse distal to the 
thrombosis. 


Arteriosclerotic thrombosis is not likely to be mistaken 
for the acute embolism of cardiac disease. This latter is 
more acute, it happens usually in a patient already known 
to have a serious cardiac lesion, and it leads rapidly to 
massive gangrene because the post-embolic thrombosis is 
apt to extend over a great length of the artery and its 
extension blocks the collateral channels. 

There should be no difficulty in excluding thrombo- 
angiitis obliterans, because this disease is found usually in 
younger men and, although its chronic course may be 
varied by occasional exacerbations, it is not likely to give 


rise to a sudden incapacity. Moreover, in thrombo-angiitis 
obliterans there may be a history of phlebitis migrans, and 
in the more advanced cases the periarticular fibrosis can 
readily be felt as a massive deeply seated thickening in the 
popliteal space. 

The actual diagnosis that the lesion is arteriosclerotic can 
be made only by section of an artery or by radiographic 
evidence of flecks of calcium in the arterial wall. This 
latter evidence is, however, available only when the de- 
generation is advanced. 

The diagnosis of arteriosclerosis as the cause of the 
thrombosis depends upon the summation of a number of 
observations, no one of which is pathognomonic. Such are 
family history, age, premature greyness, arcus senilis, 
hardening and tortuosity of radial and brachial arteries, 
raised blood pressure, hypertrophy of left ventricle, and 
increased aortic second sound. Too much stress should 
not be laid on age or blood pressure. In one of our cases 
the age of the man was 33, and in another the systolic 
blood pressure was 120. 


Treatment 


Beyond the use of sedatives for pain there is little that 
can usefully be done during the first few days after the 
acute onset. We could, however, draw attention to what 
has seemed to us a point of importance in the nursing 
of the case. It is customary in the treatment of deficient 
arterial circulation in the lower extremity to send the 
patient to bed and to keep the limb horizontal or even 
elevated ; some form of heat or warm wrappings are usually 
employed. We believe this line of treatment to be wrong. 
The raised position encourages the veins to drain away too 
rapidly a blood supply which is already gravely limited 
by the arterial block ; an increase in the ischaemia resulis, 
and the starved extremity may be pushed over the brink 
of gangrene. The correct handling of such a limb is to 
keep it dependent and cool. It is remarkable how quickly 
patients with deficient arterial circulation learn to hang the 
limb over the edge of the bed in the open. 

With the disappearance of pain the patient may be en- 
couraged to get about, and the treatment should be directed 
to obtaining some degree of vasodilatation. Padutin or 


similar drugs and hot and cold contrast baths, with postural . 


exercises, may be used with advantage. Treatment by 
intermittent venous occlusion is well worth a trial, and has 
seemed to bring about some improvement in several of 
our patients. Massage, radiant heat, and electric therapy 
should be avoided : they may be actually harmful. 

Should the condition appear to hang fire after a thorough 
trial of expectant treatment, and if the patient still shows a 
restricted circulation with a very limited walking distance 
or the presence of a persistent ulcer, onychia, or other 
trophic disturbance, we would advise that a lumbar-cord 
ganglionectomy should be done. In those of our patients 
on whom we have thought it advisable to do this operation 
the result has been very gratifying. Case 3 is a typical 
instance. 


Case 3.—A labourer aged 57 was thrown violently from a 
moving lorry in September, 1933. Immediately after the acci- 
dent he felt severe pain in the left calf and found that his foot 
was cold and white. The acute symptoms passed off in a few 
days, but left him unable to work owing to claudication at 
100 yards and a persistent and very painful ulceration of the 
third toe. When seen four months after the accident he was a 
tired man who had lost flesh and energy from pain and want of 
sleep. His blood pressure was 128/80, and the arteries of his 
legs showed many flecks of calcareous deposit. In the left 
lower extremity no pulse was felt in the popliteal artery or at 
any-point below. An indolent gangrenous ulcer covered most 
of the medial surface of the third toe. Lumbar-cord ganglion- 
ectomy was done, with the result that pain was at once abolished 
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and the ulcer was healed within three weeks. He has been seen 
since on many occasions, and when last examined, seven years 
after the operation, he was in good general condition, able to 
do some work and to walk at least 300 yards without trouble. 


Prognosis 
The prognosis of this form of thrombosis may be de- 
scribed as good with regard to the life of the limb, but 
as poor with regard to function. Some degree of claudi- 
cation and restricted use is the rule. 


Summary 
A condition of sudden thrombosis in the arteries of the 
extremities is described and treatment is discussed. For the 
more severe and persistent disabilities section of the sympathetic 
supply is advocated. 


VOLVULUS OF CAECUM, ASSOCIATED 
WITH PUTRID PUERPERAL 
ENDOMETRITIS AND 
GANGRENOUS VULVITIS 


BY 


ISAAC ROSE, M.B., Ch.B., D.R.C.O.G. 


Medical Officer in Charge, St. Helen Municipal General 
Hospital, Barnsley 


The following case should prove of interest to the con- 
sultant obstetrician as well as to the general practitioner. 
Case Report 
A primigravida aged 38 was admitted to St. Helen Hospital 
at 3 p.m. on November 19, 1940, with “ obstetric shock and 
complete perineal tear.” About seventeen hours before admis- 
sion she had been delivered, with forceps, of a stillborn infant 
twenty-two inches long. The delivery had been difficult—the 

head at 10.40 p.m. and the shoulders at 11.20 p.m. 

On admission she was extremely ill, restless, dyspnoeic, 
cyanosed, and toxaemic. Her temperature was 97°, pulse 132. 
and respirations 32. The heart sounds were rapid, soft, and 
muffled in character, with systolic bruits over the praecordium. 
The chest was clear, but there was extreme gaseous distension 
of the abdomen, with generalized tenderness but no rigidity. 
Vaginal examination revealed a stinking lochial discharge and 
a complete perineal tear, the edges being black and gangrenous 
for half an inch on each side. The infection must have been 
very virulent to cause gangrene within seventeen hours of 
delivery. 

Owing to her extreme restlessness 1/3 grain of morphine was 
prescribed. Mixed anti-gas-gangrene serum (40,000 units) was 
injected intramuscularly and subcutaneously, compresses of 50° 
aqueous urea solution were applied locally to the perineum, 
ergometrine was given, and she was nursed in the high Fowler 
position. I was greatly interested in her pronounced abdominal 
distension, as within the previous two years I had seen the 
following three cases, in which this extreme distension was a 
prominent feature: 

Case AA multigravida with obstetric shock. Forceps 
had been applied by her own doctor with the head “ floating ” 
and the cervix not fully dilated. A deep left lateral cervical 
tear was caused, opening up the base of the broad ligament, 
with rupture of the cervical branch of the uterine artery, 
producing a huge retroperitoneal haemorrhage extending from 
the pelvis to the left perinephric region. In this connexion 
Berkeley. Bonney, and MacLeod (1938a) state: “It is 
important to remember that haemorrhage under the peri- 
toneum produces even more marked flatulent distension of 
the intestines than that taking place into the abdominal cavity. 
and if the patient lives long enough this will be a very 
pronounced sign.” 

Case B—A _ primigravida with a complete perineal tear 
(after difficult forceps delivery for an occipito-posterior 
presentation). She had puerperal pyrexia, phagedaena of the 
perineum, and extreme abdominal distension, which had been 


diagnosed as pelvic peritonitis. She was extremely ill and 
toxaemic, vomited excessively, and looked so much like a 
case of paralytic ileus that I decompressed her gradually, 
using Holt’s modification of Wangensteen and. Paine’s 
technique (Holt, 1936). She was completely deflated within 
twelve hours, and made an uneventful recovery under the 
usual routine treatment. 

Case C.—This patient had puerperal pelvic peritonitis due 
to haemolytic streptococcal infection which cleared up after 
suprapubic drainage under local anaesthesia and sulphon- 
amide therapy. In this respect Berkeley, Bonny, and MacLeod 
(1938b) state: “Great difficulty is experienced in diagnosing 
the presence of peritonitis [in the puerperium] and _ its 
characteristic signs, since those of rigidity and acute tenderness 
are frequently absent. The patient usually complains of 
abdominal pain, though tenderness is not pronounced. On 
the other hand, distension and the presence of diarrhoea are 
highly suggestive.” 


Bearing these three cases in mind, I carefully exposed the 
cervix with a speculum and found it to be intact. At the same 
time cervical and vaginal swabs were taken for culture. A 
tentative diagnosis of post-partum paralytic ileus or of post- 
partum peritonitis was made. Throughout her stay in hospital 
the patient did not vomit. 

Slow intestinal decompression by the Holt-Wangensteen- 
Paine method of suction by duodenal tube was instituted, and, 
while the apparatus appeared to be working satisfactorily, there 
was not the dramatic deflation that was seen in Case B, although 
the abdominal distension was not so pronounced as on admission. 
The duodenal tube was left in situ for twenty-four hours. The 
patient’s general condition improved, but her temperature began 
to rise. A further 40,000 units of anti-gas-gangrene serum was 
injected, and | gramme of sulphanilamide was given four-hourly. 
She took nutritious drinks and light diet readily. 

The patient became very restless in the early hours of Novem- 
ber 21, and morphine 1/3 grain was administered. At 10 a.m. 
she collapsed and was given a hypodermic injection of atropine 
1/100 grain, adrenaline 5 minims, and strychnine 1/60 grain, 
this being repeated four-hourly for six doses. Later in the day 
30,000 units of anti-gas-gangrene serum was injected. She was 
very restless and the abdominal distension had increased. I 
considered it unwise to give her enemata, as the bowel contents 
would be returned via the vagina and probably aggravate the 
local gangrenous condition. At 6 p.m. she was extremely ill, 
with rapid thready pulse and cold and clammy skin. A pint 
of human citrated plasma, Group A(II), was given intravenously, 
followed by a small suprapubic incision and drainage under local 
anaesthesia. A large quantity of sero-sanguineous fluid escaped, 
some of which was sent for examination and culture. The 
tentative diagnosis of peritonitis appeared to be justified. On 
return from the theatre her general condition was improved, but 
the abdominal distension was still severe. A further 40,000 units 
of anti-gas-gangrene serum was given intramuscularly and 20,000 
units intravenously. Her general condition became poor again 
at 9 p.m., and 14 pints of Group A(II) citrated plasma was 
given intravenously, followed by glucose saline drip. She 
improved for a few hours, then gradually became worse in spite 
of stimulants, prontosil soluble, and calcium gluconate therapy. 
She died at 11.50 a.m. on November 22. 

At necropsy a volvulus of the caecum and about two inches of 
the ascending colon was found, with a twist of one and a half 
turns. The caecum was enormously distended, its walls showing 
patchy areas of haemorrhage, but there was no gangrene. The 
apex of the volvulus appeared to be the site of a mass of inflamed 
tuberculous mesenteric glands. There was a gangrenous 
vulvitis and vaginitis with putrid endometritis. The pelvis was 
a typical small one, through which an average-sized foetus would 
be delivered with great difficulty. Culture of the cervical and 
vaginal swabs gave a growth of haemolytic and non-haemolytic 
streptococci, staphylococci, and B. welchii. ‘wlture of the 
peritoneal fluid produced a growth of haemolytic¢.and non- 
haemolytic streptococci, B. coli, and Staph. albus. “= 

An inquest was held, and the midwife who had supervised 
the patient ante-natally gave the following facts in her evidence : 
(i) The patient had vague pains on November 11. (ii) The 
pains had gone on the 12th. (iii) On the 14th an enema was 
returned clear. (iv) The membranes ruptured on the 16th—no 
pains. (v) Pains began again on the 17th, but were weak and 
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irregular. The bowels had not acted. An enema was returned 
clear. (vi) The patient fell out of bed on the evening of the 
17th and broke an iron fender in her fall. The midwife noticed 
that the abdomen seemed larger after this accident. On being 
questioned she stated that the distension was more pronounced 
below the umbilicus—no bruising was seen on the abdominal 
wall. The midwife was not aware of the post-mortem findings. 


Discussion 

The most interesting question is, When did the volvulus 
occur? Had the injury on the evening of November 17 pre- 
disposed to this condition? The bowels had not been 
opened from November 14, when the result of an enema 
was clear. Clifford White (1914) recorded a case of 
volvulus of the caecum that was not diagnosed before 
operation, and asked, “ When did the volvulus occur ?” 
Margaret Basden (1934) reported the case of a woman in 
labour in whom laparotomy (and Caesarean section) was 
done for a suspected intra-abdominal condition and a vol- 
vulus of the caecum was found at operation. J. H. Spence 
(1937) quoted a case of volvulus shortly after delivery in 
which too much attention was paid to the associated uterine 
infection. He stated that “ during pregnancy and the puer- 
perium there should not be much delay in performing 
laparotomy in doubtful cases.” 

Extreme abdominal distension occurring in the puer- 
perium may be due to (1) pelvic peritonitis ; (2) a condition 
simulating paralytic ileus ; (3) retroperitoneal haemorrhage 
from extraperitoneal rupture of the uterus ; (4) an intra- 
abdominal catastrophe such as volvulus of the bowel ; or 
(5) a combination of (1) and (4) or of (1), (2), and (4). 
The cause of the distension may be difficult to assess. 
Retroperitoneal haemorrhage would be suspected from the 
history of the labour and speculum examination under a 
good light. If the diagnosis is still in doubt intestinal 
decompression for twelve hours should be attempted. If 
dramatic deflation does not follow, it would be advisable 
to do a laparotomy. The error in the above case was in 
performing a small suprapubic incision for suspected peri- 
tonitis instead of a laparotomy. Even if a diagnosis of 
peritonitis is reasonably certain it seems preferable to do 
a laparotomy so as to exclude any associated abdominal 
condition. 
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GIFT OF OXYGEN INSTALLATION TO HOSPITAL 


A complete installation for oxygen and nitrous oxide has been 
presented to the Royal Infirmary of Edinburgh by Colonel S. J. L. 
Hardie; chairman of the British Oxygen Company. It incor- 
porates three miles of copper pipe-line running to various parts 
of the building, and has 342 points, including points at bedsides 
in the wards where oxygen can be obtained, and in the theatres, 
for oxygen and nitrous oxide. There are two manifolds, one 
for the surgical side and the other for the medical, where big 
cylinders are housed in banks of four. If a bank of four oxygen 
cylinders begins to run low an automatic warning is given, a 
reserve bank of four cylinders comes into operation, and the 
four exhausted cylinders are replaced by four full ones, which 
in their turn become the reserve. Normally the cylinders require 
replacement every three or four days. Oxygen can be obtained 
at the bedside only when the valve attached to the ward has 
been turned on by the sister in charge. The oxygen is adminis- 
tered through a mask of American pattern, leaving the patient’s 
mouth free, so that he can eat if necessary while breathing oxygen 
through the nose. At the opening ceremony the thanks of the 
managers to Colonel Hardie were expressed by Mr. John R. 
Little, chairman of the Royal Infirmary Board. 


SOME FACTORS AFFECTING THE INCI- 
DENCE OF POST-ANAESTHETIC 
VOMITING 


BY 


RUSSELL M. DAVIES, M.R.C.S., D.A. 


Anaesthetist to an E.M.S. Maxillo-facial Unit ; Honorary 
Anaesthetic Registrar, Westminster Hospital 


The purpose of this article is to bring forward, with the 
aid of illustrative series of cases, some facts about post- 
anaesthetic vomiting which are well recognized, and some 
which I think have been less well recognized in the past. 
I shall try to show that the incidence of post-anaesthetic 
vomiting is modified by such factors as the anaesthetic used, 
the operative procedure, sex, etc., in a manner which does 
not seem to have been fully realized hitherto. 

The cases making up these illustrative series are drawn 
from the anaesthetic records of the Westminster Hospital 
and from personal records obtained in the E.M.S. maxillo- 
facial unit to which I am attached. 


Figures given regarding the incidence of post-anaesthetic 
vomiting vary widely according to their source, and also 
according to the observer’s view as to when true post- 
anaesthetic vomiting begins and when it ends. The figures 
quoted below are from unselected series (except where 
otherwise stated), and represent anaesthetics, anaesthetists, 
and surgical procedures of every type and degree. The 
record is absolute—i.e., the patient who vomits once after 
the first post-operative drink is said for the purpose of 
obtaining these figures to have vomited once. In addition 
I have visited all cases in these series, whether referred 
to directly or indirectly, in an effort to eliminate any vary- 
ing personal factor that might well arise if more than one 
investigator had been concerned. 

First, taking as a basis 1,000 consecutive cases, the fol- 
lowing figures for the incidence of post-anaesthetic vomiting 
were obtained : 


Nausea only.. 20% 
Vomited 2 to 5 times ee 20.9% 
Vomited more than 5 times in less than 

18 hours 6.5% 
Vomited more than 5 ‘times in more than 

18 hours 0.8% 


These degrees will be referred to as N, 1, 2, 3, and 4. 

Secondly, it was decided to take four anaesthetic 
sequences: nitrous oxide, oxygen, and ether; pentothal, 
nitrous oxide, and oxygen ; pentothal, nitrous oxide, oxygen, 
and ether; and pentothal, cyclopropane, nitrous oxide, 
oxygen, and ether. In all the series 100 consecutive cases 
of each anaesthetic sequence have been taken (see table on 
opposite page). 

Series II and I1I.—It will be seen from the table that, as 
might be expected, the use of nitrous oxide, oxygen, and 
ether produces the highest incidence of post-anaesthetic 
vomiting. But it is rather surprising to find that the pre- 
liminary addition of pentothal sodium (the dose varying 
from 3.5 to 12 c.cm. of 5% solution) reduces the incidence 
by almost 20%. From the work of Séeley, Essex, and 
Mann (1936) this effect might well be considered possible, 
but that it is so great is indeed surprising. 

Series 1V.—The next effect that stands out is that, con- 
trary to the opinion of some anaesthetists, the addition of 
cyclopropane to the anaesthetic sequence appears to have 
little effect on the post-anaesthetic vomiting rate. This 
may be because a large proportion of these patients suffered 
only a relatively small degree of surgical trauma ; but this 
may well be offset, at any rate in part, by the fact that 
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Table showing Incidence of Post-anaesthetic Vomiting when using Four Different Anaesthetic Sequences, 
compared with that of 1,000 Consecutive Cases 


Series | | | Vongtng | Vomiting | Vorgting | Female | Malo | | venting 
i 1,000 26% 15:7% 65% 08% 46:5% 43-9% = = 
100 3% 17% 31% 11% 0% 62% 59% 67 33 46 (68-6%) | 15(45-5%) 
100 6% 15% 20% 5% 0% | 46% 40% 46 54 26 (56:5%) | 14 (26%) 
propane, gas, | 
100 0% 17% 21% 4% 0% 42% 42% 25 75 14 (52%) | 28 (39-6%) 
and oxygen... 100 1% 10% 10% 6% 1% 28% 27% 61 39 23 (26:5%)| 4 (10%) 


most of them underwent an anaesthesia of more than 
average duration—averaging 72 minutes against 36.5 
minutes. 

Series V.—It is admitted that in this series the average 
duration of anaesthesia was less and the degree of surgical 
intervention also less than for Series II and III. It should, 
however, be stated that this series included all extra- 
abdominal procedures with the exception of cranial surgery, 
and also cases of less severe low intra-abdominal procedures. 
In addition, while the average duration of anaesthesia 
was 36.5 minutes, the longest when using this sequence was 
175 minutes, while 60 to 90 minutes was considered a 
figure worthy of only passing note. 

Anféther point is that of the 23 females who vomited 14 
had undergone minor gynaecological procedures such as 
dilatation of the cervix, curettage, application of radium to 
the cervix, etc. If all cases of females undergoing such 
procedures are excluded the figures obtained become : 


showing a reduction of 6% in the higher post-anaesthetic 
vomiting rates. The percentage of all females vomiting 
was 23. Thus it really does seem that the presence or 
absence of minor gynaecological cases in a series for which 
the post-anaesthetic vomiting rate is estimated has an 
appreciable effect on the figures obtained. This point will 
be referred to later. 


Sex Incidence 


It has been generally recognized that males tend to vomit 
less than females, but the difference is rather greater than 
expected. In Series II the ratio was 68.6 females to 45.5 
males ; with the addition of pentothal sodium it became 
56.5 to 26 (see table). It will be noticed that the pre- 
liminary administration of pentothal sodium has a more 
pronounced effect in males than in females. A reason for 
this is suggested below. 


Effect of Operation 
While not dealing with this subject as fully as may seem 
advisable, it is interesting to note the effect of two types of 
operation. 
Operations on Nose, Nasopharynx, and Mouth.—The figures 
obtained for 100 consecutive cases are as follows: 


1 as .. 24% 


These figures are comparable to those quoted for the 
general series of 1,000 cases, in spite of the fact that the patients’ 
ages ranged from 2 to 70 years, and that it is a common remark 
that “ patients are always sick after tonsillectomy.” It appears 
that there is little truth in this remark. 


Minor Gynaecological Operations (e.g., dilatation and curet- 
tage, etc.)—For 100 consecutive cases it has been found that 
the figures obtained are as follows: 


” 4 oe oe oe 3% 


This gives the high incidence of 67% of post-anaesthetic 
vomiting—startlingly high seeing that pentothal played a 
part, even an entire part, in the anaesthetic procedure of 
nearly all these cases. This fact becomes more interesting 
when comparison is made with a shorter series of similar 
cases in which no pentothal sodium was used ; it was then 
seen that the incidence of post-anaesthetic vomiting was only 
slightly greater (71% as against 67%). In a series of minor 
gynaecological operations, all of which included dilatation 
of the cervix, the post-anaesthetic vomiting rate was 64%, a 
figure which suggests that the factor causing the raised vomit- 
ing rate is the dilatation. Hence it appears that in these cases 
the anaesthetic given has comparatively little effect on the 
incidence of post-anaesthetic vomiting. This may well 
explain the relatively smaller decrease in the figures obtained 
for females in Series II and III as compared with the corre- 
sponding decrease in the case of males. 


Treatment 

The treatment of post-anaesthetic vomiting, while not 
within the scope of this article, requires one or two notes. 
It is as much pre-operative as post-operative. The co-opera- 
tion of the nursing staff in reassuring the patient can bring 
about a most gratifying reduction in the figures obtained. 
The usual lines-—absence of food in the stomach, pre- 
operative glucose, fluids, and avoidance of excessive purging 
—may be followed with success. Various authorities 
(Minnitt, 1932; Smith, 1934) suggest the combination of 
glucose with insulin. Smith found that 2 oz. of glucose 
given with 5 units of insulin pre-operatively, followed post- 
operatively by 4 oz. of glucose rectally with 5 units of 
insulin, reduced the post-operative vomiting rate by 50%. 
Premedication should be suitable and adequate, and be 
combined with the administration of a basal hypnotic. In 
this connexion attention should be drawn to the fact that 
the substitution of omnopon for morphine in the premedica- 
tion reduces the incidence. Individual susceptibility to 
morphine appears to be a very definite entity. Adequate 
doses of atropine or hyoscine will prevent secretion, and 
possible swallowing, of ether-impregnated saliva and mucus. 
The effect of the barbiturates has been noted. 

The post-operative supply of fluids in all cases in which 
fluid loss during operation has been in any way excessive, 
whether by actual blood loss or by sweating, will also 
reduce the incidence of post-operative vomiting. The rectal 
or even oral administration of normal saline to the point at 
which the patient complains has proved to be an effective 
measure, which may be further enhanced by the addition 
of glucose. 
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The patient should be moved as little as possible on his 
return to bed. He should be placed in the right lateral 
position, and be allowed to recover in peace, a careful watch 
being kept to prevent any obstruction of the airway. Apart 
from any other consideration, anoxaemia seems to be a 
pronounced predisposing factor in the causation of vomit- 
ing. Post-operative sedation should be applied, and the use 
of suppositories—e.g., nembutal—should not be forgotten. 

Vomiting which is actually occurring may be treated by 
a variety of remedies. Drinks of hot water, to which 10 
to 15 grains of sodium bicarbonate may be added, strong hot 
black coffee. Lugol’s iodine, and sips of champagne all have 
their measure of success. Lenevitch (1892) advised washing 
out the stomach with warm alkaline solution (sodium 
bicarbonate). Though suggested at such a relatively early 
date, this line of treatment has proved most efficacious, 
especially in cases of persistent vomiting. 


Summary 


The incidence of post-anaesthetic vomiting in 1.000 consecutive 
cases is compared with that in four series, each of 100 cases, in 
which a different anaesthetic sequence was used. 

The effect of sex and of certain surgical procedures on the 
incidence of post-anaesthetic vomiting is shown, particular refer- 
ence being made to oro-nasal and minor gynaecological opera- 
tions. 

Lines of treatment for this condition are suggested. 


My thanks are due to Dr. I. W. Magill for h’s advice on the 
Westminster Hospital cases and in the preparation of this 
article: and to Dr. John T. Hunter since my transfer to an 
E.M.S. unit. 

REFERENCES 

Lenevitch (1892). Ann. Univ. med. Sci., 3, Sect. P, p. 13. 

Minnitt, R. J. (1932). Proc. roy. Soc. Med., 26, 347. 

Seeley, S. F., Essex, H. E., and Mann, F. C. (1936). Ann. Surg., 104, 332. 

Smith, G. F. R. (1934). Brit. J. Anaesth., 11, 138. 


Medical Memoranda 


Leiomyoma of the Stomach with Ulceration 


Although cases of leiomyoma of the stomach have not infre- 
quently been reported in the literature, the following case is 
considered worth while recording in view of the fact that the 
nature of the tumour was diagnosed pre-operatively, and 
because some light may be shed on the kind of ulceration 
occurring in conjunction with these tumours. 


REPORT 


A lighterman aged 65 was admitted as an emergency, having 
had a severe haematemesis. Shortly after admission he vomited 
more bright red blood. His haemoglobin was found to 
be 30%. He had a history of intermittent indigestion for 
fifteen years, each attack lasting for from two to three 
months, and the periods of freedom from pain lasting for as 
long as two years. There had been no vomiting or loss of 
weight, and the pain had never been severe. Three weeks 
before admission there had been a small haematemesis, but 
since then, until admission, no abdominal pain. 

On examination there were slight tenderness in the epigastrium 
and extreme pallor of the skin and mucous membranes, but 
otherwise no abnormal physical signs were seen. A trans- 
fusion of three pints of blood was given, and the patient 
improved considerably. X-ray examination performed a month 
after admission, when the haemoglobin was 68%, revealed a 
large filling defect high up on the anterior walls of the stomach. 
Rugae were obliterated over the filling defect, which was 
circumscribed and well defined. No niche, crater, or spasm was 
seen. 

In view of the x-ray findings a diagnosis of a benign tumour 
of the stomach was made, and partial gastrectomy was per- 
formed on March 18, 1941. In order to section the stomach 


above the tumour it was necessary to remove about three- 
quarters of that organ. The gastrectomy was of the modified 
Polya type. “No glandular enlargement was found in the 
abdomen, and tissues surrounding the stomach were healthy and 
free from adhesions. There was no indication on the peritoneal 
surface of the nature of the tumour, but its mobility within the 
stomach suggested that it was benign. After an uneventful 
recovery the patient was discharged on April 8, with a haemo- 
globin of 105°. 


ROD THROUGH 
PYLORUS 


TBODY OF STOMACH 


The pathological report on the specimen (see Fig.) was as 
follows: 


Macroscopic Examination.—The stomach is enlarged, the 
rugae on the body being well marked. There is a firm growth 
at the cardiac end in the anterior wall near the lesser curve. 
The growth is oval, measures 2} by 14 inches, and appears to 
be insinuated between the mucous and serous layers. Its 
borders are sharply defined. and the mucous membrane over it 
is stretched and rugae free. There is an ulcer measuring half 
an inch in diameter, the margins of the ulcer being sloping and 
its floor necrotic. The cut surface shows a definitely lobulated 
structure, many of the lobules showing marked congestion, and 
giving rise to the effect of a coloured pattern. 

Microscopical Examination.—The growth consists essentially 
of muscular fibres with a whorl-like arrangement. There is, 
in addition, a fair amount of fibrous tissue derived from areas 
of resolving haemorrhage. The growth in parts is oedematous 
and throughout is richly cellular; no significant changes are 
present in the mucosa beyond congestion and some polymorph 
infiltration. There is no particular cellular infiltration around 
the ulcer on the summit. Its walls are sloping, and it appears 
to be a simple pressure atrophy of the mucosa. 


Diagnosis.—Leiomyoma of the stomach. 


DISCUSSION 


Edwards and Lewis (1940) describe a case of leiomyoma 
that gave rise to haematemesis, which left the patient with 
only 30% of haemoglobin. Apart from this case, it would 
seem that the degree of bleeding in our, case was unusually 
severe. They quote Starr Judd as saying that true peptic ulcera- 
tion may occur on the surface. The microscopical and macro- 
scopic appearances of our case, together with obliteration of 
rugae over the tumour, strongly support the view that ulcera- 
tion was due to pressure atrophy. In view of this it is rather 
surprising that the haematemesis that ensued was so severe. The 
cause of the gastric symptoms, which had persisted for fifteen 
years, remains in doubt. The rest of the stomach mucosa 
showed no signs of gastritis, nor was it apparent how such a 
gastritis could result from the presence of the tumour. How- 
ever, the proximity of the tumour to the cardia could, in view 
of the size of the tumour, undoubtedly have given rise to the 
considerable disturbance of the mechanics of gastric digestion, 
and this might be the explanation. 

The recommendation of Edwards and Lewis that local resec- 
tion is all that is required in these cases is undoubtedly a wise 
one, except that it is difficult to be quite certain of the nature 
of the tumour. Moreover, the technical difficulties involved in 
performing a sleeve resection with the tumour so highly situated 
would be very considerable. 

S. I. Levy, F.R.CS., 
Senior Surgeon, East Ham Merrorial Hosp‘tal ; Surgeon, E.M.S. 


J. S. Horn, F.R.CS.. 
Surgeon, E.M.S. 


REFERENCE 
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Reviews 


THE EXTRA PHARMACOPOFIA, VOL. I 


The Extra, Pharmacopoeia. Martindale. Volume I. Twenty- 

second edition. (Pp. 1,289. 27s. 6d., plus 6d. postage.) 

London: The Pharmaceutical Press. 1941. 
Even in W. H. Martindale’s time the Extra Pharmacopoeia 
was a useful book for the doctor, despite the strange com- 
ments and views with which Martindale sprinkled it. In 
the hands of the Pharmaceutical Society, however, the 
value of the book has increased enormously, and it has now 
become a sound and reliable work of reference. 

it is interesting to reflect on the important consequences 
which follow changes which at the time seem trifling. When 
Martindale died the book might easily have passed into 
the hands of another commercial firm and have become 
little better or much worse. As it is, it represents perhaps 
the main channel through which a wide circle of doctors 
can keep informed of the less important advances in treat- 
ment. Important discoveries like that of the sulphonamide 
drugs force themselves on everyone’s attention, but minor 
progress often receives notice for a week or two in the 
medical journals and is then forgotten. Doctors for the 
most part do not read books on pharmacology, and books 
on therapeutics have surprisingly little to say of our steadily 
increasing knowledge of new drugs. The Extra Pharma- 
copoeia provides a frequently revised source of information 
concerning these, which is up to date and which gives 
references to all the papers from which its abstracts are 
prepared. Considering that the book has been produced 
by two pharmacists neither of whom has had any form of 
medical training, the selection of material is astonishingly 
good. It is difficult to see how it could be improved. 

The book contains a new therapeutic index of diseases 
arranged alphabetically—in which may be found, for 
example, burns or Raynaud’s disease. Under the disease 
appear the different agents used in its treatment and the 
page in the book on which the use of each agent is con- 
sidered. A doctor, puzzled to know what further steps he 


‘ can take in a difficult case, might look far for better 


indications. 

All the different substances which have occupied atten- 
tion in recent years are described ; amphetamine sulphate, 
apple powder, carbachol, cyclopropane, leptazol, nicotinic 
acid, oestradiol benzoate, pamaquin, penicillin, phemitone, 
pyridoxine, sulphathiazole, vitamin K may be mentioned 
in passing. It would be safe to wager that many readers of 
this Journal do not know what some of these substances 
are: how many know that carbachol is the pre-war pro- 
prietary doryl? For it is an additional service of the 
Extra Pharmacopoeia that it calls things by their official 
names, and makes it possible for any doctor to discover, 
for example, that allocaine, syncaine, aethocaine, ethocaine, 
kerocain, neocaine, novocain, planocaine, and sevicaine 
are different names for the same thing, which should always 
be called procaine. How wonderful it would be if some 
benefactor could be found who would present a prize to 
every doctor who was able to show that he never used a 
proprietary name when an official name was available ! 
How much money our hospitals would save ! 

The Extra Pharmacopoeia is suffering from obesity in 
these days and giving those who produce it concern about 
its format. Can it continue to be a pocket book with all 
it sets out to contain? We leave its producers to struggle 
with this problem, asking them some time to enlighten us 
on the precise relation of Volume I to Volume IJ. Further, 
they ought to do something about the general arrangement ; 
acetylcholine, for example, is to be found under the general 


heading ‘“ Acidum aceticum,” which is ridiculous. This 
does not interfere with the usefulness of the book, for the 
index always puts the reader right. But it is a reviewer's 
duty to pick at least one hole. 


MEDICINE INTERPRETED TO THE PUBLIC 


The March of Medicine. No. V of the New York Academy of 
Medicine Lectures to the Laity, 1940. (Pp. 154. 13s. 6d.) 
New York: Columbia University Press; London: Oxford 
University Press. 1941. 
Medical science is claiming an increasing share in the 
planning of life. For such claims to be admitted it is 
necessary that its achievements and aims should be inter- 
preted by experts to the general public. This task the 
New York Academy of Medicine has been undertaking 
for the last five years by a series of lectures given in their 
comfortable and acoustically perfect theatre. The speakers, 
avowedly taking Faraday and Huxley as their great 
exemplars, have tried not only to avoid technicalities so 
far as possible in their exposition, but also to relate their 
topic to general problems of living. 

This most recently completed series opens with Dr. 
Myerson’s discussion of the inheritance of mental diseases, 
largely based on the study of monozygotic twins, in which 
he gives sound reasons for discounting alarmist statements 
as to the increase in these diseases. But we think our 
Eugenics Society will be a little staggered by his remark 
that the term “eugenics” has now become synonymous 
with sterilization! Dr. Perrin Long follows with a lucid 
account of the history of chemical warfare against disease 
in which he mentions the interesting fact that the last of 
the synthetic sulphonamides—namely, sulphathiazole— 
contains a ring which in another form goes to make about 
half the molecule of vitamin B,. This provides another 
piece of evidence that chemotherapy has more affinity with 
the biological defences of the body than was thought at 
first. Dr. Reznikoff deals with the history of our know- 
ledge of the blood, in which he relates the curious case of 
Dr. W. S. Thayer’s patient who, recognizing that her con- 
dition of pernicious anaemia was incurable, decided to 
indulge her taste for pdté de foie gras freely and daily. 
She lived to a ripe old age, but the significance of her 
recovery was not then understood. Dr. Hutchings de- 
scribes the progress in the treatment of mental diseases 
under the title “Ihe Ascent from Bedlam,” in which he 
maintains that the mediaeval Church was largely responsible 
for the maintenance of an inhuman attitude towards those 
held to be in demoniacal possession. He gives deserved 
credit to the Quakers for their establishment of the Retreat 
at York in 1792, where gentler methods were to prevail 
under William Tuke. He might have added that Tyson, 
better known as an anatomist, advocated similar principles 
nearly a century earlier. Dr. Chevalier Jackson speaks of 
“The Romance of Bronchoscopy,” in which he was him- 
self a pioneer. Perhaps the most interesting lecture is that 
on “ The Story of Viruses, by Dr. T. M. Rivers, for it is not 
easy to find such a consistent history of this rapid advance 
in knowledge. W. M. Stanley's discovery in 1935 of a 
crystalline protein with virus characteristics called for a 
fundamental readjustment of our ideas on the origin of 
life. For some, viruses are the result of retrograde evolu- 
tion; for others, they are the simplest possible form in 
which life originally took shape ; for yet others, they are 
merely autocatalytic agents, transitional between the living 
and non-living. Probably viruses are not all in the same 
category. He tells the story of Adrian Stokes, who when 
he was taken ill after carrying out a necropsy on an in- 
fected monkey which he had done with bare hands, one 
of which bore an unhealed wound, said: “I hope it is 
yellow fever,” because that would prove he had found its 
virus. He was correct, and he died, but not in vain, for 
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that strain of virus yielded a successful vaccine. These 
lectures may bring home the fact that the hunt for means 
of preserving life may be as fascinating as the designing 
of methods of destroying it, while each has its spice of 
danger. 

Presumably publishers know their own business best ; 
otherwise we would suggest that in these hard times 13s. 6d. 
was an excessive price for a relatively small book. 


PRINCIPLES OF RADIATION THERAPY 


The Biologic Fundamentals of Radiation Therapy. A Textbook. 
<f Friedrich Ellinger, M.D. With a preface by Maurice Lenz, 
M.D. English translation by Reuben Gross, M.D. (Pp. 360; - 
illustrated. 30s. net.) New York: Elsevier Publishing Company, 
Inc. Distributors: Nordeman Publishing Company, Inc. 
Obtainable in the United Kingdom from H. K. Lewis and Co. 


This book was published in German in 1935, and was an 
attempt to present the results and problems of radiation 
biology in such a way as to demonstrate that the thera- 
peutic application of radiant energy depends upon the same 
basic principles already established in pharmacology. In 
this English translation the work has been brought up to 
date by the inclusion of references up to April, 1940. 

In a short introduction the principal effects of radiation 
upon the cell are outlined. Part I, of 118 pages, deals with 
the effects of x rays and gamma rays upon the various 
normal tissues, organs, and systems of the body, and then 
gives a brief account of the changes produced in inflam- 
matory and infectious conditions, and in hyperplasia and 


_ neoplasia. Part II gives a short account of corpuscular 


radiations and the administration of radio-active substances, 
and includes a note upon radio-active springs. Parts III 
and IV devote 106 pages to the effects of light, the ultra- 
violet portion of the spectrum taking the major part of the 
space allotted. Part V considers the general principles of 
radiation therapy, as based on the facts derived from 
experimental radiation biology reviewed in the preceding 
sections. Radiosensitivity, the time factor, the principal 
radiotherapeutic techniques, and radiation injuries are 
among the subjects discussed. A bibliography of 1,100 


references to the literature between 1930 and 1940 occupies 


47 pages, and there is an index to authors and an adequate 
subject index. 

The author calls his work a textbook, but as such it 
cannot be recommended ; for there is very little critical 
comment upon the mass of often contradictory observa- 
tions which have been abstracted, and a sense of propor- 
tion between what are generally accepted theories and 
what are merely wild speculations is almost entirely lacking. 
Moreover, the English translation is not always happy—for 
example, “ Analogously in humans a burn resulting from 
an overdose of ultra-violet light was accompanied by a 
radiation injury in the form of a serious irritation of the 
stomach, persisting for several months.. Overdosage of 
ultra-violet light, therefore, is by no means a matter to 
be taken lightly.” Misprints are few, and the 79 illustra- 
tions have been well chosen and well reproduced. As a 
reference book to original sources and an aid to further 
investigations the book will be of value to the specialist. 


Notes on Books 


Your Teeth: Their Past, Present, and Probable Future, by 
Prof. PETER J. BREKHUS of the School of Dentistry, Minnesota 
University, gives in plain language an outline of facts and 
theories about the teeth of civilized man. As the title suggests, 
it is intended for public enlightenment, and Prof. Irvine 
McQuarrie, head of the department of paediatrics in the same 
university, writes a foreword. Prof. Brekhus dispassionately 
notes the conflicting views on the aetiology of caries and pyor- 
rhoea, and concludes that the direct cause of our most common 
tooth troubles cannot yet be named. The theory he favours— 


that decreased functioning is mainly responsible for dental 
deterioration—is merely advanced as a possible point of depar- 
ture for future research. In essence the book is a reasoned 
appeal for proper dental care, especially during childhood, and 
for intensive research soundly based on the fundamental sciences. 
In his chapter on the relation of dental to general health the 
author condemns the injudicious application of the truth em- 
bodied in the theory of focal infection, and says that this problem 
is one that must be solved by close co-operation between patient, 
doctors, and dentist. His attitude towards biological and 
mechanical factors in loss of teeth is summed up in this sentence : 
“ By all means let us continue to keep our mouths clean and our 
bodies well nourished, but let us not delude ourselves that by so 
doing we can keep our teeth from disease and avoid our periodic 
visits to the dentist.” He holds that the most vital function of 
dentists is to fill the small cavities in children’s teeth, and 
discusses ways and means for enforcing early, universal, and 
constant care in this direction. This very readable book on 
dental hygiene is published by the University of Minnesota Press, 
Minneapolis, at $2.50. 


. Within ten years of its first appearance a fifth edition has been 
published of Miss I. Stewart’s Medical Handbook for Nurses 
(Faber and Faber, 6s. 6d.). The author is now matron of the 
Victoria Infirmary, Glasgow, and her book links up instruction 
given in medical lectures with its practical application at the 
bedside. As before, the keynote is struck in the opening para- 
graph: “ The medical nurse must work in close co-operation with 
the physician and with the patient. She shares with the doctor 
the responsibility for the management of the case. He depends 
on her for carrying out efficiently the treatment he has ordered, 
for exercising intelligent observation, and for keeping accurate 
records.” The text has once more been revised in the light of 
modern advances in methods of diagnosis and treatment, so that 
the nurse may be aware of special points to be noted and 
reported. 


Die Nervenkrankheiten des Rindes, by a comparative neurolo- 
gist, Dr. E. FRAUCHIGER, and a veterinary pathologist, Dr. W. 
HOFMANN, both of the University of Berne, is published in that city 
by Hans Huber, medical librarian, at the price of 24 Swiss francs. 
This well-illustrated book on the nervous diseases of cattle is 
described in the sub-title as presenting ‘‘ a basis for a comparative 
neurology of man and domestic animal.” It falls into two parts: 
in the first the anatomy of the nervous system is briefly surveyed, 
with particular attention to methods of neurological investigation 
in cattle and their differences from those in men ; in the second 
part the nervous diseases of cattle are set out in detail, with 
full discussion of their relation to the nervous diseases of other 
domestic animals, and particularly to those of man. To the 
student of veterinary medicine the book will give guidance in the 
far from simple subject of nervous disorders of domestic animals ; 
it should also be of value to comparative pathologists and 
neurologists. 


The Department of Scientific and Industrial Research has 
issued No. 4 of volume 12 of the Index to the Literature of Food 
Investigation, dated March, 1941 (H.M. Stationery Office, York 
House, Kingsway, W.C.2, 4s. 6d.). It is compiled by Agnes 
Elisabeth Glennie, B.Sc., assisted by Gwen Davies, B.A., and 
Catherine Alexander, B.Sc. The abstracts are arranged along 
the usual lines in fifteen sections, with an alphabetical key to 
authors at the end. These periodical indexes are of much 
value to scientific workers and technologists concerned in the 
preparation, storage, and analysis of food products and in the 
safeguarding of food supplies, as well as to those who study 
the physiological, chemical, and physical changes undergone by 
food and the bacteriology of ripening and putrefaction. The 
references in this member of the series run from No. 1448 to 
No. 2032. 


It is good news that a second edition has already been called 
for of Miss MINNIE RANDELL’s valuable book Training for Child- 
birth from a Mother’s Point of View (J. and A. Churchill, 
10s. 6d.). The new preface mourns the loss, when the massage 
department of St. Thomas's Hospital was bombed, of the gallant 
Barbara Mortimer Thomas, who had contributed so much to the 
preparation of the book, especially the photographs. These are 
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superlatively good, both artistic and informative. The only 
changes seem to be a few additions to mothers’ diaries of their 
own confinements, some of which portray an enthusiastic interest 
in the sequence of events, and further reports upon the effects 
of the physical exercises used. Of the value of the latter there 
can be no question, for if the mother’s interest in the use and 
control of her muscles has been awakened Curing pregnancy her 
approach to labour is much more confident and her own efforts 
during it become rightly directed. Towards the problem of 
popularizing such training this attractive book is the best possible 
contribution. It is up to obstetricians to recommend it, which 
they can do with confidence because the doctor’s authority is 
upheld throughout. 


Preparations and Appliances 


ENDOSCOPIC RESECTION OF THE PROSTATE : 
AN IMPROVED TECHNIQUE 


Mr. H. T. Cox, M.D.Camb., F.R.C.S.Ed., resident 
surgical officer, Withington Hospital, Manchester Municipal 
Service, sends the following account of an improved tech- 
nique to avoid injury to the external sphincter during endo- 
scopic resection of the prostate. 


The generally accepted method of avoiding injury to the 
external sphincter is based on accurate visualization and localiza- 
tion of the verumontanum with the urethroscope and resecto- 
scope. The small but almost universal incidence of incontinence, 
together with the reported twenty-fold increase in the sale of 
incontinence-clamps in America since the adoption of endoscopic 
resection,’ shows that this principle is easier to observe in precept 
than to follow in practice. 

Seeing the verumontanum with the urethroscope is no guarantee 
against cutting beyond it with the resectoscope. Three factors, 
it would appear, are contributory: (1) The verumontanum is a 
posterior structure lying exactly in the midline, and therefore 
must pass out of the field of vision when the resectoscope is 
rotated. In cutting strips in any position except in the midline 
posteriorly the verumontanum ceases to be of the slightest value 
as a landmark, as it cannot be identified. (2) Haemorrhage may 
obscure the view. (3) When the distal end of the telescope is 


in actual contact with the prostate a complete “black-out” — 


follows. This I have found to occur in making the initial cuts 
in those rare cases of prostatic enlargement with marked 
encroachment into the urethra. 

It is for these reasons that I have devised the following 
technique as a more certain and practical method of avoiding 
injury to the external sphincter. 


Technique and Instruments 


The principle embodies a mechanical check applied to the 
cutting process before the cutting loop reaches the external 
sphincter. This method depends for its success on the observa- 
tion of three points: (1) Accurate measurement of the distance 
between the internal meatus and the verumontanum (the cutting 
distance) with the posterior urethroscope. (2) Accurate measure- 
ment of this distance on the rack of the resectoscope. (3) Fixing 
this distance-on the rack of the resectoscope in such a way as 
to constitute a mechanical check against overcutting and conse- 
quent damage to the external sphincter. 

At the risk of adding to the “ vulgar ingenuity of gadgets ” I 
have modified the Canny Ryall - McCarthy resectoscope and the 
Millin posterigr urethroscope jin order to achieve these objects 
more easily. These modifications are three in number: 

1. Ascale graduated in centimetres marked on the resectoscope 
rack (Fig. 1). 

2. A sliding check fitted on the resectoscope rack (Fig. 1). 

3. A similarly graduated rack and pinion attached to the 
posterior urethroscope, which is also fitted with a handle (Fig. 2). 

The posterior urethroscope is introduced into the bladder and 
slowly withdrawn without rotating the pinion until the edge of 
the prostate at the internal meatus is just visible. The left hand 


1 Bailey, Hamilton, Medical Annual, 1941. 


grasps the handle and holds it stationary ; with the right hand 
the pinion is rotated, thus withdrawing the urethroscope until the 
verumontanum is visible. The distance the instrument has 
travelled is the distance from the internal meatus to the verumon- 
tanum, and is shown in centimetres on the graduated scale of 
the rack. This is read off, and the same distance is marked and 
fixed on the resectoscope rack with the sliding check. The 
resectoscope is thus set for each individual patient before the 
cutting process is begun. 

Two further points require emphasis. It is essential to make 
absolutely certain that each cut starts at the internal meatus. It 
is therefore advantageous to leave the most prominent part of 
the prostatic ledge at the internal meatus until the end of the 
resection, thus retaining an easily identifiable landmark during 
the operation. For obvious reasons the resectoscope sheath must 


Fic. |.—Resectoscope with graduated rack and sliding check 
(A) set for a cutting distance of 24 cm. 


Fic. 2.—Posterior urethroscope with pinion and rack graduated 
in centimetres from its ocular end. 


be held stationary during the resection—i.e., it must not be per- 
mitted to move in or out. 

A further advantage of this method is evident in two-stage 
resections. The distance between internal meatus and verumon- 
tanum is written on the case sheet at the conclusion of the first 
operation ; at the beginning of the second operation the instru- 
ment is set at this distance, thus avoiding the necessity for further 
localization of the verumontanum. 


Results 


Previous to the adoption of this technique three cases. of 
partial incontinence were encountered. One patient returned 
his penile clamp three weeks after discharge from hospital, 
normal micturition having been recovered. The other two re- 
gained control before discharge. Since adopting the technique | 
have performed forty-eight resections, removing a total of 537 
grammes from twenty-seven patients (average weight per patient, 
19.8 grammes). Three were carcinomatous prostates, two fibrous 
(5 grammes each), and the remainder adenomatous. In no case 
has there been even a transient degree of incontinence. The pro- 
tection of the external sphincter has been complete. The results 
of the resection have been most satisfactory: many patients 
without hope of survival after suprapubic enucleation have been 
restored to normal micturition. 

I express my sincere thanks to Mr. Southam, senior consulting 
surgeon, and to Mr. Holt and Mr. Simmons for permission to 
operate on their cases ; to Dr. Greenwood, medical superinten- 
dent, I am indebted for permission to report them. Messrs. 
Chas. F. Thackray Ltd. of Leeds have kindly made the necessary 
modifications to the instruments, in spite of the exigencies of the 
present conditions. 
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HOSPITAL PROVIDENT SCHEMES 


Lord Nuffield has yet once more made a far-sighted 
contribution to the hospital services of the country. As 
announced last week, he has created a Provident 
Guarantee Fund of £150,000 with the object of increas- 
ing the formation of mutual insurance schemes to assist 
the middle and professional classes to meet the cost 
of illness requiring specialized or surgical treatment in 
hospital pay-beds or nursing homes. The fund will be 
available to guarantee the financial solvency of provi- 
dent schemes in provincial areas, in Scotland, and in 
Northern Ireland. The condition of the guarantee is 
that the schemes are approved by the trustees of the 
fund and provide “substantial cover” for subscribers 
and the members of their families on a contributory basis; 
no doubt a model scheme will be constructed. Such 
provident schemes, it is hoped, will “ have a close align- 
ment with the area Hospital Councils which have been 
created in various parts of the country, and with which 
the Nuffield Provincial Hospitals Trust is associated.” 

With the exception of the British Provident Associa- 
tion, which supplies a grant in aid to its contributors 
and applies no income limit, provident schemes are of 
only recent development. There can be little doubt that 
the system of mutual insurance as a method of paying 
for specialized medical and surgical services is the most 
satisfactory way of meeting the great financial strain 
which the cost of such treatment throws upon the middle 
classes. But lack of funds and of beds in voluntary 
hospitals has barred progress on these lines. In 1934 
the British Medical Association, anxious to promote 
the provident scheme movement in connexion with pay- 
beds, held a conference at which all interested bodies 
and existing provident schemes were represented. Out 
of this conference came the publication of a model 
provident scheme with draft memorandum and articles, 
and the establishment, with the financial aid of the 
B.M.A., of a National Federation of Provident Asso- 
ciations, to which Mr. W. Hyde acted as honorary 
secretary. Since then the Federation has worked 
cansistently for the aims established. So far as the 
Provinces are concerned, Lord Nuffield’s generous 
benefaction may be looked on as placing the National 
Federation on a firm financial footing, under a different 
name but with the same energetic and able secretary, 
Mr. Hyde. It is as well to recall that the model scheme 
agreed on in 1934 provided full cover for professional 
fees and nursing-home charges in the event of illness 
requiring specialized institutional treatment for persons 
within defined income limits and paying agreed annual 
premiums. An excellent example of this scheme work- 
ing in practice was the Oxford and District Provident 
Association, Limited. 


Simultaneously with the publication of Lord Nuffield’s 
scheme there appears an announcement about another 
provident scheme. The short published statement in 
the Press records the appointment by King Edward’s 
Hospital Fund of a committee under the chairmanship 
of Sir Bernard Docker to sponsor a provident scheme 
designed to cater for the requirements of the middle 
and professional classes in the London area. Such a 
scheme, for middle-class and professional persons within 
a defined income group, was practically complete just 
before the outbreak of war. Voluntary hospitals and 
their staffs had been consulted, and at a meeting of 
London consultants called by the B.M.A. general 
approval was given to the outline of the scheme, which 
was to give full cover for specialized treatment in beds 
set aside for the purpose. In the larger London hos- 
pitals the resources of a scheme with reasonable pre- 
miums would not meet the cost of private beds. This 
being taken into account, the scheme was evolved on 
the assumption that the members would be accommo- 
dated mainly in a new type of bed, intermediate between 
the general ward bed and the private bed. 

At the outbreak of war it was agreed by the King’s 
Fund subcommittee that the prevailing conditions made 
the moment highly inopportune to proceed with the 
plan. First and foremost was the fact of the complete 
reorganization of London hospitals and the redistribu- 
tion of their staffs. Hospital accommodation in London 
was severely restricted. Many members of the volun- 
tary hospital staffs were employed whole-time or part- 
time at hospitals at which they had held no peacetime 
appointments, and at council hospitals which admit for 
treatment any patients without distinction of class or 
income—that is, in circumstances which would make 
their participation difficult if not impossible owing 
to the absence of the necessary kind of bed. Since the 
beginning of the war there has, of course, been a further 
restrictidn on hospital accommodation as the result of 
air raids, and with the prospect of a renewal of the 
aerial bombardment of London further loss of hospital 
space is to be expected. There has also been an 
increase in the number of persons coming within the 
scope of the E.M.S.—that is, persons who cannot be 
required to pay private fees or have private fees paid 
in respect of their hospital treatment. These facts— 
the limited number of available beds, the difficulty of 
arranging at the present time for a new type of bed, 
and the inability of many of the voluntary hospital staffs 
to take part in the scheme—would seem to have been 
ignored by the King’s Fund committee in deciding, 
despite the advice of its subcommittee, to launch the 
scheme now. Finally, it would be a great pity if, at 
a moment when the relations between the voluntary 
and local authority hospitals are to be worked out in 
accordance with the Government’s hospital policy 
announced a fortnight ago, the former were to intro- 
duce a scheme which might be suspected to have as its 
principal aim the grouting of the financial buttress of 
the London voluntary hospitals. There would seem 
to be something unreal about the securing by the -volun- 
tary hospitals of money for a service which could not 
be made fully available to those who under the scheme 
would expect to receive it. 
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THE INFLUENCE OF CHOLINE ON ANIMAL 
METABOLISM 


The influence of choline—a normal constituent of mixed 
diet and derived from lecithin and other phospholipids 
present in animal fat—on animal metabolism was dis- 
covered as a result of the observations, by Fisher’ and 
by Allan and co-workers,’ that depancreatized dogs 
maintained on insulin and certain mixed diets developed 
large fatty livers. When fresh beef pancreas was given 
in the food the livers did not become fatty. Hershey’ 
found that crude egg-yolk lecithin also prevented the 


_ development of fatty livers in depancreatized dogs. Best 


and others’ observed that normal rats could be used as 
test animals for these investigations, which thereby 
became greatly simplified. These workers at once 
showed that purified lecithin was lipotropically active 
(i.e., having an affinity for fats), and that choline was 
the active component of this substance.* By using 
simple diets of purified food substances, fatty livers were 
produced by (1) giving some easily available form of 
neutral fat, which produced the so-called “fat” fatty 
livers ; (2) giving large amounts of cholesterol in the diet, 
which produced the “ cholesterol ” fatty livers ; and (3) 
including large amounts of sucrose and very little pro- 
tein in the diet. Best and his collaborators in Toronto’ 
and Channon and his collaborators in Liverpool’ showed 
that all these forms of fatty liver could be prevented by 
giving choline to the rats. 

The influence of casein as a lipotropic substance could 
not be ascribed to the negligible amount of choline which 
it contained. Comparison with the activity of other pro- 
teins led to the conclusion that certain amino-acids 
influence the deposition of fat in the liver. Curtis and 
Newburgh’ had shown that cystine produced fatty livers. 
Tucker and Eckstein’’ found that a recently separated 
amino-acid—methionine—had exactly the opposite effect. 
Singal and Eckstein’ observed that arachin, a protein , 
deficient in methionine, was without lipotropic action, 
but the addition of methionine made it as active as 
caseinogen. Du Vigneaud and others’ and Griffith and 
Wade" have also noticed an interrelationship between 
choline and the ratio cystine/methionine of the diet. 
Amino-acids without lipotropic activity are serine, 
lysine, aspartic acid, phenyl-alanine, alanine, proline, 
hydroxyproline, histidine, valine, leucine, and arginine. 
Tyrosine has slight activity. The two authorities on this 
subject—Best of Toronto and Channon of Liverpool— 
accept the antagonistic action of methionine and cystine. 
though the latter believes it is at least possible that the 
lipotropic activity of casein is due to an unidentified con- 
taminant. Synthetic homocholine has been found to be 
more effective than choline itself, and certain analogues 


1 Amer. J. Physiol., 1924, 67, 634. 
2 Brit. J. exp. Path., 1924, 5, 75. 

3 Amer. J. Physiol., 1930, 93, 657. 
4 J. Physiol., 1932, 75, 56. 

5 Amer. J. Physiol., 1932, 101, 7. 

8 J. Physiol., 1932 ,75, 405. 

7 Ibid., 1934, 81, 409. 

8 Biochem. J., 1935, 29, 169. 

® Arch. intern. Med., 1927, 39, 828. 
10 J, biol. Chem., 1937, 121, 479. 

11 Proc. Soc. exp. Biol. N.Y., 1939, 41, 512. 
12 J, biol. Chem., 1939, 131, 57. 

13 [bid., 567. 


of choline (e.g. betaine) have been found to have some 
effect. Other substances similar to choline but without 
the hydroxyl group have been found to cause an increase 
in liver fat and even to be extremely toxic. 

Some workers still claim lipotropic activity in pan- 
creatic extracts which is not due to the presence of 
choline or protein. One such preparation has been 
called lipocaic ; it seems to affect depancreatized dogs 
but not normal rats. Gy6rgy and Goldblatt’ found that 
the addition of vitamin B. to the diet of rats used in 
experiments on acrodynia killed many of their rats after 
11 to 15 days. They subsequently realized that the diet 
was deficient in choline, and concluded from micro- 
scopical examination of the liver and kidneys that vita- 
min B. accentuated the influence of a deficiency of 
choline by causing necrosis of the renal cortex. 

Choline does not prevent the deposition of fat in the 
liver in cases of phosphorus poisoning (though it may 
hasten its dispersion when the administration of phos- 
phorus has ceased), nor when injections of anterior pitui- 
tary extract have been given. Choline and some 
analogues reduce the deposition of cholesterol esters in 
the liver as well as true fats. Though choline prevents 
the accumulation of fat in the liver, it increases the 
deposition of fat it other parts of the body. McHenry’’ ** 
has shown that the actions of choline and vitamin B, 
on the weight of young rats are complementary. Much 
aneurin and little choline result in the deposition of fat 
in the liver. Lack of choline also seems to affect the 
liver’s ability to store glycogen, but whether this is the 
result or the cause of the accumulation of fat is not 
known. Best’ suggested that choline accelerates the 
oxidation of fat in the liver. Raab and Strauber’’ have 
indeed found that giving choline by mouth to normal 
dogs produced an increase in blood sugar and ketone 
bodies, but no increase in blood fats. It has been sug- 
gested, but not proved, that choline is changed to 
lecithin or some other phospholipid to remove fat from 
the liver, but fat can also be removed from the liver by 
fasting. Perlman and Chaikoff,"* by the use of P**, have 
shown that choline given in the diet increases the rate 
of turnover of phospholipids, the rate being proportional 
to the amount of choline given. Its possible relationship 
to the methionine/ cystine ratio of the protein of the diet 
is still more obscure. There is no evidence to show 
whether it acts independently of this ratio or whether it 
is interwoven with it. 


ANATOMICAL STUDIES ON HUMAN 
TUBERCULOSIS 


Repeated morbid anatomical observations often serve 
as a brake to theoretical speculation by the clinician. 
New methods of investigation—for example, post- 
mortem radiography—or the study of environmental 
factors such as general malnutrition associated with war 
may also throw fresh light on hitherto accepted data. 
This is especially true in the field of tuberculosis, and 


14 J, exp. Med., 1940, 72, 1. 

18 J. Physiol., 1935, 85, 343. 

16 Biochem. J., 1937, 31, 1616. 

17 Z. ges. exp. Med., 1936, 99, 227. 
18 J, biol. Chem., 1938, 127, 211. 
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the excellent morbid anatomical studies’ of Kornel 
Terplan, formerly a disciple of Ghon and now working 
at Buffalo, are therefore welcome. These studies were 
carried out at necropsy on 698 children between the ages 
of 5 weeks and 18 years, and on 289 adults up to 90 
years of age, a relatively small percentage of whom died 
from chronic pulmonary tuberculosis. A careful ana- 
tomical dissection was accompanied by complete histo- 
logical examination of all lesions, full use being made 
of post-mortem radiography. 

Dr. Terplan found tuberculous lesions in 5.9% of 
children under 6, and in 19.4% of those between 7 and 
18. In most fatal cases death was due to haemato- 
genous dissemination, with tuberculous meningitis fol- 
lowing more or less closely the establishment of a 
caseous pulmonary lesion; this was found in both 
infants and older children. In three cases intrabronchial 
progression had occurred almost simultaneously with 
haematogenous dissemination, which, though decidedly 
less marked, nevertheless led to meningitis. In three 
others with wide intrabronchial spread in direct con- 
nexion with primary lesions, haematogenous seeding was 
minimal or absent; such intrabronchial spread may 
closely mimic the features of the so-called adult type 
of tuberculosis. In yet three other cases meningitis as 
almost the only manifestation of haematogenous tuber- 
culosis followed exacerbation of the tuberculous process 


within one or more lymph glands close to an old calcified 


lesion—examples of endogenous lymphoglandular “ re- 
infection.” Other of Dr. Terplan’s cases showed that 
the primary tuberculous infection may occasionally 
restrict itself to one or more typical parenchymatous 
lesions without any anatomical evidence of further 
spread to regional lymph glands. Complete healing of 
these primary foci may even more rarely be followed 
by additional reinfection from without, which may cause 
haematogenous dissemination and death. 

In the 289 adults tuberculous lesions were absent in 
only 3% of those over the age of 50. Terplan says it 
was futile to attempt to estimate the absolute age of 
calcified or osseous tuberculous lesions, as Sweany has 
done.* In seven adults between the ages of 19 and 
63 there was a recent primary complex with intra- 
bronchial and/or haematogenous tuberculosis. In six- 
teen others, aged 28 to 80, necropsy revealed incidental 
typical primary complexes in the caseous, fibro-caseous, 
or partly calcified state. These changes pointed to a 
late primary infection, and, contrary to views expressed 
elsewhere, lymph-gland involvement was extensive, and 
thus did not appreciably differ from that seen in primary 
complexes among children. In ten adults two tuber- 
culous complexes of very different structural ages were 
found, each in a different lung, or, in a few cases, in a 
different lobe—one in a completely stony state, the other, 
of recent structure, mostly caseous or partly calcified, 
the caseous lesion resembling a typical primary complex. 
Thus the finding of multiple calcified lesions does not 
necessarily indicate that they were formed simul- 
taneously by a single primary infection. In yet two 
other adults, aged 33 and 54, who showed calcified rem- 
nants of an old tuberculous lesion, a relatively recent 


1 Amer. Rev. Tuberc., Supplement, August, 1940, 42. 
2 Amer. Rev. Tuberc., 1938, 37, 484, 


lesion of true exogenous reinfection led in one case to 
death from haematogenous dissemination and in the 
other to intrabronchial progression (haematogenous seed- 
ing being also present). Finally there were cases among 
the adults, as among the children, of healed primary 
foci without glandular involvement ; in some of them 
there were typical reinfection “ primary ” complexes. 

It is evident that primary infection is by no means 
rare among adults at all ages, and that it follows much 
the same course as it does in children. The primary 
nature of the lesions and not the patient’s age deter- 
mines the anatomical characters of the lesions. Further, 
some exceptional features in primary infections and in 
reinfections are yet common enough to call for care in 
dogmatizing on epidemiological observations based on 
tuberculin or radiological surveys. It is still premature 
to attempt to correlate humoral data (such as allergy) 
with anatomical findings in the classification of tuber- 
culosis, as has been done by Ranke. 

Dr. Terplan draws attention to the confusion in the 
use of certain terms. Thus the “ primary focus ” is the 
reaction of tissue to, or the structural change brought 
about by, the tubercle bacillus at the site of the first 
recognizable lesion, and the term should not be used 
for tuberculous lesions in lymph glands. A _ primary 
focal lesion is always present (in the lung or intestine 
and very rarely in other organs such as the tonsil), 
though it may not be recognized from casual anatomical 
observation. The term “primary complex ” should be 
applied to the primary focus, wherever it may be, and 


to the tuberculous lesions in the corresponding lymph -: 


glands near the focus—to the two component lesions 
together. Any other lesions, except those developing in 
immediate association with the components of the com- 
plex in its active state, should be referred to as post- 
primary lesions. The term “reinfection ” should mean 
a new infection with bacilli from without, and should 
exclude “any formal genetic relationship to the primary: 
infection ” ; it does not imply that the former—primary 
~—infection must have been completely healed anatomic- 
ally and biologically. Terplan wishes the term “ endo- 
genous reinfection ” to be abandoned ; it clearly refers to 
endogenous exacerbation—that is, to a local recurrence 
or reawakening of an older, usually quiescent, process, 
with or without evidence of further lymphatic, haema- 
togenous, or intrabronchial spread. “ Superinfection,” 
if used at all, should be applied only where an addi- 
tional infection from without can be proved in an indi- 
vidual who still harbours an active tuberculous lesion. 
Terplan criticizes the statements on childhood tuber- 
culosis by J. A.\Myers,’ to whom development of sensi- 
tivity to tuberculin is the criterion of “ reinfection,” and 
the misleading use of the terms “ childhood type ” and 
“adult type” by Opie and others—terms that “have 
dominated the teaching of tuberculosis in the English- 
speaking countries in recent years.” More recently 
Miller‘ and Pinner’ in America, and Kayne, Pagel, and 
O’Shaughnessy* in England, have stressed that if these 
terms were dropped we should better understand the 
pathogenesis of tuberculosis. 


3 Amer. Rev. Tuberc., 1933, 28, 935 1935, 32, 631; 1937, 36, 355. 
* Ibid., 1936, 34, 4, 301. 
5 Ibid., 1937, 35, 41. 
* Pulmo Tuberculosis : saga Diagnosis, Management and Prevention. 
London: Oxford University Press. 1939. 
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VIRUSES AND INFECTION THROUGH THE SKIN 


For many years it has been common practice to administer 
antirabic vaccine to persons whose hands have been licked 
or otherwise contaminated by the saliva of dogs suspected 
of being rabid, despite the fact that there is no very con- 
vincing experimental evidence that rabies virus readily 
passes through the unbroken skin. There is, however, 
growing evidence that certain other viruses may readily 
pass through the skin. Bauer and Hudson’ infected rhesus 
monkeys by rubbing yellow-fever virus on the apparently 
unbroken skin. However, no attempts were made to 
exclude the possibility that the monkeys scratched the virus 
into the skin or transferred it to mucous membranes. 
Findlay’ subsequently showed that when the virus of Rift 
Valley fever is placed on the lightly scarified skin of the 
mouse fatal infections are produced. The viruses of 
yellow fever and Rift Valley fever, however, are normally 
transmitted by the bites of insects and may thus be specially 
adapted to passage through the epidermis. More recent 
evidence shows that viruses not usually carried by insect 
vectors may penetrate the skin. Findlay and Stern’ showed 
that when lymphocytic choriomeningitis virus was rubbed 
on the lightly scarified skins of mice the animals did not 
exhibit apparent infection, but the virus could be recovered 
from their spleens and kidneys: when the same virus was 
rubbed on the lightly scarified skin of two rhesus monkeys 
one had a febrile reaction. Subsequently Shaughnessy 
and Milzer' demonstrated that guinea-pigs developed the 
typical picture of the disease when the virus was placed 
on skin so lightly scarified that blood was not drawn. 
Shaughnessy and Zichis’ have now shown that lymphocytic 
choriomeningitis virus is able to infect the guinea-pig when 
it is merely placed on the intact skin. The most consistent 
results were obtained when the virus was suspended in 
broth, while virus suspensions in water and saline possessed 
lower infectivity, a fact which may be correlated with the 
greater filterability of viruses suspended in broth as com- 
pared with suspensions in distilled water or saline. 
Although minute abrasions, not visible with a hand lens, 
may have been present in the skin of the guinea-pigs, such 
a condition would naturally be a factor encountered in any 
normal skin. These experiments suggest that other viruses 
may be able to pass through what is to all intents and 
purposes normal skin. 


TUBERCULOSIS IN WALES: A GRIM OUTLOOK 


In the annual report for 1940-1 of the King Edward VII 
Welsh National Memorial Association Dr. D. A. Powell, 
the principal medical officer, makes the following arresting 
statement, whose implications should give much food for 
thought : “ The stress of war is showing itself most wear- 
ingly in an increasing shortage of staff, and the position in 
our institutions is so serious that all our beds—and the 
need for them was never greater—cannot be utilized. The 
shortage affects all sections of staff, particularly nursing, 
and the restrictions of the Ministry of Health on the recruit- 
ment of Civil Nursing Reserve personnel to tuberculosis 
institutions are not making things any easier. The demand 
for beds is so clamant, however, that every attempt is made 
to keep the maximum number going in spite of the risks 
that have to be run, the uninformed criticisms which may 
have to be refuted, or, worse still, the possible commission 
of admitted blunders that will have to be condemned.” Is 
that really all there is to be said about this deplorable 


1 Amer. J. trop. Med., 1928, 8, 371. 

2 Trans. roy. Soc. trop. Med. Hyg., 1931, 25, 229. 
3 J, Path. Bact., 1936, 43, 327. 

4 Amer. J. publ. Hith., 1939, 29, 1103. 

5 J. exp. Med., 1940, 72, 331. 


situation (blame for which cannot, however, be laid at the 
door of the association itself)? Almost half the patients 
seen at the dispensaries had a positive sputum on first 
examination, and of these nearly 60% were classified as 
advanced cases. Dr. Powell adds: “ When it is remem- 
bered that owing to our shortage of beds most of these 
cases have to wait for a long time, and therefore lose 
ground still further before they can be admitted, the grim- 
ness of the position can be appreciated.” Owing to the 
need for economy in the use of paper the present report 
is in abridged form, and it was not possible to include 
separate reports by medical officers, but among the points 
brought forward by them and summarized by Dr. Powell 
the following must be mentioned : (1) “‘ As regards ration- 
ing, the consensus of opinion is that so far no definite ill 
effects upon patients have been detected, but it should be 
borne in mind that the patients themselves, shanks to the 
self-sacrifice of other members of the family [our italics], 
particularly the womenfolk, would probably be the last 
to feel the pinch.” (2) An increase has been noted in the 
incidence of tuberculous glands in the neck, and particu- 
larly of tuberculous meningitis. (3) Fear is expressed about 
the importation of new infection into isolated hamlets and 
rural districts by evacuees, etc. (4) Disquieting signs of 
trouble arising from the effect of war work upon young 
women are evident in the occurrence of an unusual number 
of cases of pulmonary tuberculosis, many of an acute 
type, in a certain factory. Finally, as in previous years, 
we note with satisfaction the great increase in the use of 
radiography, and deplore once more the inadequate contact 
examinations: in 1940 nearly 16,000 new cases were 
examined for the first time, but only just over 1,800 new 
contacts. This represents even a smaller ratio than in the 
previous year. In view of this, and in view of the dis- 
quieting shortage of bed accommodation, it appears prema- 
ture to stress, as is done by Lord Davies in his address 
to the Board of Governors, the immediate application of 
mass radiography on a large scale. Mass radiography 
should be introduced, and the sooner the better, but it 
must be preceded by the provision of adequate beds for 
those discovered to have active disease and of facilities for 
the full investigation of the large number of people with 
suspicious radiographs. 


EPIDEMIOLOGY OF AMERICAN Q FEVER 


For some years a febrile infection has been known to occur 
in Queensland chiefly among dairy farmers and slaughter- 
house men. The cause of this disease was found by 
Burnet and Freeman’ to be a rickettsia, which was termed 
by Derrick’ Rickettsia burneti. A series of mild or sub- 
clinical laboratory infections was described both in Mel- 
bourne (Burnet and Freeman’), where no natural infections 
have ever been reported, and in Brisbane (Smith, Brown, 
and Derrick‘). The epidemiology of the disease in 
Australia would seem, however, to be associated with infec- 
tion of a tick, Haemaphysalis numerosa ; the Queensland 
bandicoot Jsoodon torosus is a reservoir, though other wild 
animals in Australia may play a similar part. 

In 1938 Davis and Cox’ described a filter-passing agent 
from ticks Dermacentor andersoni collected near Nine Mile 
Creek in Montana. The organism was described by Cox’ 
and classified as belonging to the rickettsia group, the 
name Rickettsia diaporica being proposed (Cox’). Dyer* 

1 Med. J. Austral., 1937, 2, 299. 

2 Ibid., 1939, 1, 14. 

3 Ibid., 1939, 1, 11. 

‘ Ibid., 1939, 1, 13. 

Publ. Hith. Rep., Wash., 1938, 83. 2259. 
*Tbid., 1938, 84, 2270. 


1 Ibid., 1939, 54, 1822. 
8 Ibid., 1938, 83, 2277. 
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reported the first proven human infection in America in a 
laboratory worker, and pointed out that there was a close 
similarity between Australian Q fever and the disease pro- 
duced by the rickettsia isolated from ticks in Montana.’ 
Both Australian and American workers are now agreed 
that the diseases in the two continents are identical, and 
that the rickettsias are two strains of one and the same 
organism. In these. circumstances it seems inadvisable to 
apply two names to one and the same organism, and since 
Rickettsia burneti was proposed by Derrick* on January 7, 
1939, while the name Rickettsia diaporica did not see the 
light of day till October 6, 1939, it follows that the latter 
should be dropped and the former used. If a distinction is 
desirable between the Australian and American strains the 
latter would become Rickettsia burneti var. americana. 

At first sight it would seem that American Q fever must 
rank as an ordinary tick-transmitted rickettsiosis. Recent 
events may, however, modify this view. Two cases are 
recorded by Hesdorffer and Duffalo’’ of patients who gave 
no history of tick bites, though it is true they had been in 
the woods in Montana. One case, however, occurred in 
October and the other at Christmas, when it was most 
unlikely that ticks would be present. A striking event in 
the history of this infection is recorded by Hornibrook and 
Nelson": from the National Institute of Health at Washing- 
ton, D.C., where an institutional outbreak of Q fever 
occurred among the workers, from whom Dyer and his 
colleagues’ were able to isolate Rickettsia burneti. Alto- 
gether there were fifteen proved cases of infection among 
the 153 persons employed in one building, but there were 
no instances of infection in the wing of the building where 
work has been in progress on Q fever since the spring of 
1938. Whether or not this unit served as a focus of infec- 
tion is open to question, for the personnel of the unit itself 
was spared and the cases were widely distributed throughout 
the building. No valid evidence was obtained that personal 
contact or the intervention of an arthropod vector was in 
any way responsible for the transmission of the disease. 
The most remarkable feature of the institutional outbreak 
was a central pneumonia or pneumonitis, detected only on 
x-ray examination. This condition was also present in the 
cases described from Montana. It is of particular interest, 
because in the past year or two a number of cases have been 
described from: widely scattered areas in the U.S.A. in 
which pneumonitis was associated with clinical symptoms 
like those found in proved cases of American Q fever. 
This infection may therefore be not uncommon, with a 
distribution far wider than was at first imagined. 


THYROIDECTOMY IN DIABETES INSIPIDUS 


The diuretic effect of desiccated thyroid in nephrosis is 
well known, but its relation to water balance in general 
has not been completely understood, though some associa- 
tion with the pituitary has been suspected. As long ago as 
1889 Rogowitsch showed experimentally that the cells in 
the anterior lobe of the pituitary increased after thyroid- 
ectomy, and this was later confirmed clinically. In 1920 
Strauss described a case in which diabetes insipidus gradually 
disappeared as the patient developed myxoedema. It was 
also found that experimental diabetes insipidus in dogs was 
checked by thyroidectomy but returned when thyroid 
extract was administered. In cats the same sequence of 
events occurred after cutting the supra-opticohypophysial 
tracts. It would appear, therefore, that in the relation 


® Publ. Hith. Rep., Wash., 1939, 54, 1229. 
10 J, Amer. med. Ass., 1941, 116, 1901. 

11 Publ. Hith. Rep., Wash., 1940, 55, 1936. 
12 Tbid., 1940, 55, 1945. 


between the thyroid and pituitary the former is a factor 
in the regulation of water balance. This suggested to 
H. Blotner and E. C. Cutler’ to apply such observations 
to the treatment of diabetes insipidus by total thyroid- 
ectomy, which they accordingly carried out on three patients 
in 1935; since then reports of four other cases have 
appeared. Of the first three two were relieved; these 
happened to be cases of post-encephalitic Parkinson’s disease, 
The remaining one was unaffected, but there was reason 
to believe that accessory thyroid tissue was present. Of the 
second group two were relieved, both post-encephalitics, 
and in these the parathyroids were also removed. Adminis- 
tration of thyroid re-established the polyuria but dinitro- 
phenol did not, showing that the relapse could not be 
attributed merely to raising the basal metabolic rate. The 
authors’ conclusion is that in the normal person there is 
a balance between a diuretic principle in the anterior lobe 
of the pituitary and an antidiuretic one in the posterior 
lobe, and that the former acts through the medium of the 
thyroid. This does not conflict with the observations of 
S. W. Ranson and his associates to the effect that the supra- 
opticohypophysial tract controls the secretion of the 
posterior lobe hormone. Blotner and Cutler accordingly 
advocate total thyroidectomy in cases of diabetes insipidus 
associated with post-encephalitic Parkinson’s disease. 
Though they have established a point of theoretical interest 
and importance, the number of successful cases is too small 
to be a basis for recommending such a drastic procedure. 


ECONOMY IN PHENOL AND ITS 
DERIVATIVES 


The attention of the Ministry of Health has been drawn to 
the need for economy in phenol and certain allied com- 
pounds, and a circular on the subject was issued on October 
10 to all hospitals connected with the Emergency Medical 
Service. Medical officers are requested to be as sparing 
as possible in the use and prescription of the following 
substances and preparations containing these  sub- 
stances: (a) phenol; (5) salicylic acid, acetylsalicylic 
acid (aspirin), sodium salicylate, and methyl salicylate ; 
(c) phenolphthalein. Steps are being taken through 
the machinery of the E.M.S. to ensure that medical 
officers, nurses, and dispensers are made aware of this need 
for economy, and we are asked by the Ministry to give the 
widest publicity to the matter, so. that the profession as a 
whole may co-operate in limiting the use of phenol and its 
derivatives. 


The Lister Medal for 1942, which is awarded in recog- 
nition of distinguished contributions to surgical science, 
has been granted to Professor Evarts A. Graham, professor 
of surgery in the Washington University. He will deliver 
the Lister Memorial Lecture in 1942, or later, under the 
auspices of the Royal College of Surgeons of England. 
This is the seventh occasion of the award, which is made 
by a committee representative of the Royal Society, the 
Royal College of Surgeons of England, the Royal College 
of Surgeons in Ireland, the University of Edinburgh, and 
the University of Glasgow. 


We regret to announce the death of Mr. H. Edmund G. 
Boyle, F.R.C.S., late senior anaesthetist to St. Bartholomew’s 
Hospital. 

1 J, Amer. med. Ass., 1941, 116, 2739. 
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THE FUTURE OF MENTAL HEALTH 


BY 
KARIN STEPHEN, M.A., M.R.C.S. 


The report of the Mental Health Committee of the B.M.A., 
recently published, comes at an opportune moment when 
problems of post-war reconstruction are beginning to be 
discussed. As was pointed out in a leading article in the 
Journal of August 23 (p. 269), there are a very large number 
of patients, both old and young, who require care and 
treatment from medical practitioners trained in mental 
medicine, and our present facilities are by no means 
adequate to deal with them satisfactorily. The demand for 
reconstruction, which exists already and will gather strength 
as victory approaches, may give the opportunity for a great 
step forward in psychological medicine, on the results of 
which success in many of our other plans for a better 
world may depend—even success in the prevention of war 
itself. But plans must be well laid, and schemes which only 
sound like an advance and lack the essentials must not be 
allowed to go forward and be embodied in legislation. So 
we must not blind ourselves to the difficulty of our task. 
The possibility of setting up the model scheme for the 
treatment of mental illness described in the B.M.A. “ Grey 
Book” makes an excellent start as regards the general 
organization required, but the scheme does not deal with 
the crucial question of how the doctors who are to carry 
it out are to be selected and trained. The success or 
failure of the whole plan, however, centres round this vital 
point, since even the best organization cannot give good 
results unless those who are to administer it are capable 
of performing their task. The selection and training bristle 
with difficulties. 


Two Types’ of Doctor to Train 


There are two types of doctor to consider, whose training 
involves quite distinct problems. In the first place there are 
the specialists who propose to devote their whole time to the 
actual practice of psychological diagnosis and psychotherapy : 
in addition there are the general practitioners, who would need 
only to know enough about psychological medicine to make a 
provisional diagnosis, since they could then refer the cases to 
the specialist for a further opinion and for treatment when this 
was required. 

Taking the case of the specialists to begin with, how should 
they be trained? Stress has rightly been laid on the length 
and complexity of the treatment in mental illness and the know- 
ledge and highly specialized skill required. There is also the 
further difficulty, when any scheme for setting up the right 
kind of medical service in mental medicine comes to be worked 
out, that the question as to what sort of training is suitable to 
qualify a doctor to undertake this difficult task is a matter of 
hot dispute between the different schools of psychotherapy. 
Even if this dispute could be settled, a further probiem would 
arise in choosing the candidates to be trained, since not everyone 
who has a medical degree possesses the type of personality 
needed for making a good psychotherapist. The problem is 
indeed formidable, but if we are prepared to be bold it may not 
be insoluble. 

There is one point, at any rate, on which, in spite of all 
their other differences, most schools of psychotherapy now 
agree, and that is that any doctor who means to specialize 
seriously in this branch of medicine must himself undergo some 
form of personal treatment before he can hope to have the 
self-knowledge which is requisite for the proper understanding 
and safe handling of his patients. This would mean that the 
training of psychotherapists would involve a double procedure, of 
which the intellectual understanding of psychopathology, which 
can be learnt from books, lectures, and clinical demonstrations 
and tested by examinations, would only be the less important, 
though still necessary, half. The now-established D.P.M. would 
supply this part of the training, provided more extended 
facilities for obtaining the necessary teaching were made avail- 


able, and provided also that the syllabus were revised to cover 
the new requirements. As it stands the syllabus appears to be 
overweighted with neurology, since, although the standard here 
is admirable, the nervous system is, after all, only one among 
the many systems of the body which are liable to disturbance 
from psychogenic causes and in which it is important for the 
psychiatric specialist to be able to make a differential diagnosis 
between organic and psychogenic disease. This problem of 
differential diagnosis does not appear to be given sufficient 
weight in the D.P.M. as it stands at present: even in respect of 
the nervous system, the important question of psychogenic pain, 
for instance, seems to be neglected. The questions on psycho- 
pathology are not all up to the same high standard. Some of 
them, however, would afford an excellent opportunity of testing 
the candidate’s knowledge, but much would depend on who 
the examiners were and whether their own knowledge of 
psychopathology was wide enough to enable them to pass an 
adequate judgment on the candidate’s attainments. 


Personality and Psychotherapy 


Assuming, however, that the revised D.P.M. will provide for 
the intellectual instruction of the doctors who wish to qualify 
as specialists in psychological medicine, we now come to the 
still more difficult half of their training. It was pointed out 
in the above-mentioned leading article that the personality of 
the doctor is important in psychotherapy, and that it would 
only be worth while accepting for training those whose person- 
ality was suitable. This is an important point, and it may well 
be that some of the discredit in which psychotherapy is apt 
to be held results from neglect of this wise precaution. It 
would thus be necessary to set up a very carefully chosen selec- 
tion board to decide on the suitability of candidates. 

In selecting these candidates it would be important to take 
into consideration their previous development, much as one does 
in taking a psychiatric case history: how were they regarded 
at home. at school, by their associates ; how did they get on 
with their work and in their social and emotional lives : also, 
why do they want to take up this exacting career of psycho- 
therapy? A strong inclination for this work may be a favour- 
able indication in many cases ; but unfortunately it would seem 
that a number of people are attracted to the study of abnormal 
psychology because they themselves are in difficulties ; and, 
while some degree of psychoneurosis dogs not appear to be 
any absolute bar to the successful practice of psychotherapy. 
the work is definitely interfered with if, as sometimes happens, 
the doctor is really seeking for the solution of his own diffi- 
culties via the treatment of his patient. 


Choosing the Trainers 


Skilful selection along these lines would eliminate the wrong 
type of candidates and ensure that only suitable personalities 
were chosen; but this would only be the first step, since, as 
has been said, it is now fairly generally agreed that even the 
right type of personality needs further modification and further 
insight before the candidate is fit to undertake the highly respon- 
sible and specialized task of psychotherapy. For the second 
half of the training—the personal experience of being treated. 
aiming at producing the necessary character development and 
self-knowledge which the psychotherapist requires even more 
than he requires theoretical knowledge—a completely new 
system would have to be created, and it will be extremely diffi- 
cult to find reliable trainers in sufficient numbers to cope with 
the demand. The same board as was appointed to select 
the candidates would no doubt supply the most suitable trainers 
also, but there will be the utmost difficulty in arriving at any 
agreement as to who are themselves qualified to undertake this 
central task. The success or failure of the whole plan for the 
development of psychotherapy will probably turn on the consti- 
tution of this selecting and training board. The supporters of 
the different schools of psychotherapy will dispute hotly about 
its constitution ; each will perhaps be partly right, at least in its 
condemnation of the others. The ideal personnel for such a 


responsible task as this board would be called upon to under- 
take actually does not exist, either in this country or elsewhere. 
Something very far short of perfection must be accepted, but 
who is to choose this board which will itself have to select and 
Quis custodiet ipsos custodes ? 
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it be made up by proportional representation from the various 
rival schools? Few, it must be confessed, would feel sanguine 
about the success of such an approach to our problem. How, 
then, should the board be chosen? Should it be elected demo- 
cratically by the whole body of competent psychotherapists 
now practising? Should it be reconstituted at frequent 
intervals; and by what methods? These are most difficult 
questions, and yet it is absolutely vital that the best answer 
should be found, and the people most nearly suitable for the 
task should be chosen. 

At least we know this much, that the same requirements as 
are essential in the candidates held to be suitable for training 
in psychotherapy would be needed in the members of the selec- 
tion and training board: to begin with, the right personality, 
itself a somewhat rare quality, together with a thorough intel- 
lectual grasp of psychopathology. But even these, alone, are 
not sufficient. The further requirements are that the person- 
ality should have been modified and the intellectual under- 
standing expanded so as to include the emotional realization 
which comes with deepened self-knowledge and full insight, 
and which is achieved only when the doctor is able to recognize 
how this theoretical knowledge applies, not only to patients, but 
to himself. Only such realization can bring about the resolu- 
tion of personal conflicts, the full character maturity, and the 
intellectual clarity and objectivity that are needed to complete 
the personality and theoretical-knowledge qualifications required 
for the difficult tasks which even the ordinary psychotherapist, 
and still more the members of the selection and training board, 
will be called upon to undertake. 

No doubt the standard set by such requirements is appallingly 
high, but nothing short of this standard will enable psycho- 
therapy to fulfil its possibilities, and if we content ourselves with 
too little our attempts at reconstruction will fail. 


Programme for the G.P. 


Turning now to our second question—the training in psycho- 
logical medicine suitable for general practitioners—here the 
requirements are different, and the standard, both in personality 
and in knowledge, need not be so exacting. What these doctors 
require to know is principally how to recognize the presence 
of psychogenic factors in their patients’ illnesses. They would 
need to be able to make a rough differential diagnosis between 


_ the following: 


(a) Straightforward organic illness and so-called “ functional ” 
illnesses the symptoms of which often closely resemble those of 
true organic disease, but which seem to be concerned merely with 
changes of function, and in which no true organic lesions or 
irreversible alterations of the bodily organs can be demon- 
strated: the group, in short, of the hysterical conversion symp- 
toms which may show themselves in the form of psychogenic 
disturbances either of over- or under-action of any of the bodily 
systems (nervous, vasomotor, alimentary, urogenital, respiratory, 
endocrine, or metabolic, etc.), together with those other dis- 
turbances of function—e.g., the numerous physical symptoms 
seen in anxiety neurosis—which appear to be the bodily effect 
of abnormal emotional conditions rather than symptoms of 
true conversion hysteria. 

(b) Illnesses whose origin is wholly or partly psychogenic but 
in which organic lesions or irreversible bodily changes may 
occur—e.g., gastric and duodenal ulcer, mucous colitis, asthma, 
again possibly some kinds of endocrine and metabolic disturb- 
ances, and many more, some already familiar to psychological 
medicine, others no doubt still to be discovered. 

(c) Complicating psychogenic factors in illnesses of purely 
organic origin. 


Lastly, they would need to have a working knowledge of 
the common symptomatology and diagnosis of the psycho- 
neuroses and psychoses. This programme is formidable 
enough, but quite a lot of the ground could be covered 
adequately by instruction in the hospital out-patient depart- 
ments and psychological clinics if these were staffed by 
really competent teachers. It is possible that at any rate the 
clinical papers of the revised‘D.P.M. could be so framed 
as to test these candidates as well as the specialists, for 
whom the whole examination would be primarily designed. 


As regards the papers devoted to psychopathology, how- 
ever, it is highly questionable whether the general practi- 
tioner should be required to know much about the theory 
of psychopathology itself. A strong case could be made 
for confining this instruction to those who mean to 
specialize in psychotherapy. The others, with only at best 
an intellectual knowledge of the subject, would not be 
qualified to treat patients, and attempts to apply theoretical 
knowledge, without the personality qualification, self- 
knowledge, and insight demanded of the specialist, might 
only prove harmful to patients and bring psychotherapy 
into disrepute. 


ANGLO-SOVIET MEDICAL COMMITTEE 


A meeting of the vice-presidents and executive committee 
members of this organization was held at the house of the Royal 
Society of Medicine on October 8. The President, Sir Alfred 
Webb-Johnson, P.R.C.S., took the chair, and in opening the pro- 
ceedings expressed the satisfaction of the committee at the visit 
of Sir Charles Wilson, P.R.C.P., to Moscow ; he was sure that 
on Sir Charles’s return his advice would be invaluable. The 
honorary secretary, Dr. Elizabeth Bunbury, reported that in the 
four weeks since the inaugural meeting a good deal of ground- 
work had been done. The provisional committee had already 
forwarded some material to the Soviet Union, including a com- 
plete set of the Bulletin of War Medicine. A very full summary 
of recent work on blood transfusion and a summary of Dr. 
Felix’s article on typhoid vaccines, together with an offer to 
supply good Vi strains for culture, had also been sent. The letter 
published in the Lancet and British Medical Journal on Septem- 
ber 20 had brought in about seventy-five offers of help. Twenty- 
six doctors knowing Russian had offered to translate for the 
committee. A new and immediate problem had arisen—that of 
giving advice on the purchase of medical supplies for the 
U.S.S.R. A number of lay organizations had raised considerable 
sums of money, and there was urgent need for a co-ordinating 
body on equipment. The President thought that the Anglo- 
Soviet Medical Committee should accept responsibility for giving 
advice on medical supplies, but should not be responsible for 
making purchases or for arranging shipments. Mr. Somerville 
Hastings agreed about the urgency of this matter ; he had found 
that there were many rival organizations in the markets for the 
available drugs and equipment. Lord Horder thought that a 
representative of the Red Cross should be asked to join the com- 
mittee. | Lord Dawson agreed with the President that the 
committee should advise only and should endeavour to co- 
ordinate its work with the Red Cross, the Ministry of Supply. 
and the Embassy. Prof. Ryle suggested that a letter be sent to 
the Press stating the committee’s preparedness to give advice to 
lay organizations on such questions. It was agreed to set up 
a subcommittee to explore the situation and make recommenda- 
tions for action. 


BRITISH PHARMACOPOEIA 
British Equivalents for Proprietary Drugs 


The General Medical Council has approved names for certain 
substances which are now being produced, or are likely shortly 
to be produced, by British manufacturers, in some instances 
under licences granted by the Comptroller-General of Patents, 
Designs, and Trade Marks. These substances have hitherto been 
known under other names, which are given below together with 


the names now approved. The question of including these sub- 


stances in the British Pharmacopoeia is under consideration and, 
if any of them is included, the intention is that the approved 
name given below will be its official title. It is hoped that 
the early publication of these approved names may lead to their 
general adoption. 


Approved Name Other Names 


Amethocaine hydrochloride Decicaine 
Menaphthone 2-methyl-1 : 4-naphthoquinone 
Pethidine hydrochloride . Dolantin 


Epanutin; eptoin; sodium di- 
phenylhydantoinate ; solantoin ; 
soluble dilantin 

Albucid 


Soluble phenytoin 


Sulphacetamide 
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Reports of Societies 


FAT AND CARBOHYDRATE METABOLISM 


_ The presidential address in the Section of Therapeutics and 
_ Pharmacology of the Royal Society of Medicine was 


delivered on October 14 by Dr. R. D. LAWRENCE, whose 
main subject was the interactions of fat and carbohydrate 
metabolism. He prefaced it by a tribute to his predecessor 


in the chair, the late Sir William Willcox, and by what 


he called some sobering reflections, to which his controlled 
experiments in diabetes had led him, on clinical research. 


The Dangers of Hypothesis 


Dr. Lawrence said that in medical research, especially in the 
rapidly progressing subjects of metabolism and chemistry, any 
guess that was made—or any hypothesis, if that word was pre- 
ferred—would generally be wrong. The best they could strive 
to do was to establish a new fact, which as often as not was 
merely a new interrelationship of two already known phe- 
nomena. Any total explanation or, any large hypothesis built 
up around this new fact would almost certainly be proved later 
to be wrong or only half right. Such imaginative processes 
were fascinating and inevitable to the inquiring scientific mind, 
and were integral stepping-stones in research, but it was all too 
easy to become biased in favour of one’s own hypothesis, to 
plan a series of experiments to yield confirmatory results, and 
to harden one’s mind against contradictory results and thus 
perpetuate error. Another great difficulty was the impossi- 
bility of reading and digesting all old and new work on the 
problem. Such width of reading and knowledge seemed possible 
only to a whole-time worker in a limited field. 

For his own part, working in a field in which error was 
almost inevitable, he had at least tried to guard himself against 
two tempting “crimes” in clinical research: (1) the premature 
publication of improperly controlled and half-proved facts 
which it might take a whole generation to disprove ; and (2) 
building up wide generalizations and hypotheses, even on true 


evidence, which were bound to lead others astray for a long 


time. 
Diabetic Metabolism 


No one (said Dr. Lawrence) had produced a very clear picture 
of either fat or carbohydrate metabolism’ alone. It was certain 
that plants and animals built up reserves of fat from carbo- 
hydrate, but the reverse process was still unproven in animals. 
In normal human metabolism fat - carbohydrate interaction was 
always hidden, and laborious studies of the respiratory quotient 
could give only broad indications. In starvation and diabetes, 
however, these interactions were more obvious. The last few 
years had brought to light important new experimental facts 
which had changed and simplified their ideas regarding diabetic 
metabolism. It was clear that either carbohydrates or fat could 
be used as the main source of body fuel, but their metabolic 
course was very different in both chemistry and function. 
Carbohydrate storage was poor; on the other hand the fat 
stores of the very obese could provide fuel, theoretically at 
least, for about six months. Carbohydrate appeared to be the 
preferential fuel of muscular activity. This contrast between 
fat and carbohydrate was also manifest in the blood and 
internal organs, especially the liver. The carbohydrate-fed 
liver showed a high percentage of glycogen and a small amount 
of fat, but as soon as carbohydrate was not available the 
glycogen virtually disappeared and fat accumulated. The liver 
might become palpably enlarged, the spleen might enlarge, with 
lipoid deposits ; also, at any time when the switch-over occurred 
from a carbohydrate to a predominantly fat metabolism ketone 
bodies accumulated in the blood and urine. 


The Ketone Bodies 


Ketone bodies occupied a most prominent place in the 
diabetic picture, not only theoretically but in the therapeutic 
aspect. It had now been shown conclusively that ketone bodies 
were burned peripherally independent of carbohydrate oxidation. 
He considered this fact of such importance as to warrant men- 


tioning the experimental evidence. Under the commonest normal 
conditions of diet carbohydrate was predominantly and pre- 
ferentially used for metabolism, but as soon as carbohydrate 
was cut off or became insufficiently available for the needs of 
metabolism depot fat went to the liver and was metabolized to 
ketone bodies, which then provided adequate fuel for the body. 
Ketosis was specially harmful when it appeared suddenly, as 
when insulin was cut off from a fat diabetic dog or human 
patient. He had been often struck by the ease with which a 
patient who had supported a severe gradual ketosis succumbed 
to a sudden one which seemed to be milder than the condition 
he had tolerated for a long time. Normal men and animals 
developed an intense ketosis when first changed over to fat 
metabolism. It appeared that, as with other functions com- 
monly in abeyance, it took some time for the full and efficient 
use of the new function to be developed. Insulin in the 
diabetic and sugar in the starved animal switched the meta- 
bolism straight back from fat to carbohydrate, and ketonuria 
usually disappeared in from three to six hours. 

_He next described an unusual case of diabetic lipaemia in 
which the lipaemia proved to be dependent on the blood-sugar 
concentration and not on the diet. From this it was suggested 
that diabetic obesity was produced directly by hyperglycaemia. 
The reason why the case he described showed a raised blood 
fat as the result of a high blood sugar was that this patient had 
lost the power of subcutaneous fat storage. 


Diabetes and Obesity 


A very large proportion of diabetics were obese before the 
manifestation of the symptoms of their disease. This applied 
not only to the middle-aged who had been obese for a long 
time but also to many people who developed diabetes in 
their second, third, or fourth decade. For a year or two before 
the diabetes came on they might be weighing ten or twenty 
pounds more than they had ever done before, but as soon as 
the symptoms got worse that weight disappeared. The ex- 
planation often offered was that obesity in some strange way 
had overstrained the pancreas. He thought this was to put 
the cart before the horse. These people had been mild dia- 
betics, and it was the hyperglycaemia which had made them 
fat. Later, as carbohydrate tolerance failed and excretion of 
sugar rose, they developed all the typical symptoms and lost 
their excess of weight. It seemed to him that if enough insulin 
were given to utilize a sufficient food for an active life and to 
prevent ketosis, but insufficient to prevent a raised blood sugar 
for several hours a day, then from this high blood sugar obesity 
developed with which it was very hard to cope. There 
appeared to be two types of lipaemia—anabolic and katabolic, 
the latter being the usual condition observed in the disease, and 
the former a condition which, apart from a few hours after a 
heavy meal, was never really visible. 

Finally Dr. Lawrence spoke of various lipotropic factors 
such as choline. He described the occurrence of large fatty 
liver in diabetic children, and the therapeutic possibilities of 
these factors in such a condition. His personal experience of 
the syndrome of “ hepatomegalic dwarfism” was very slight. 
He had seen many diabetic children with enlarged liver, but as 
a rule this was only temporary and quickly disappeared with 
adequate treatment. In only two out of 500 cases had he seen 
a persistent and severe development of this syndrome. It was 
a syndrome which could not be mistaken—the protuberant 
belly, the halted growth, the infantile face and hands. These 
cases were strenuously treated with choline without the slightest 
effect on the liver, but after a few weeks in hospital with zinc- 
protamine-insulin and some other insulin the liver was brought 
down. He had also tried lipocaic extract, introduced and used 
in America, but without any useful result, and in his view 
this condition of hepatomegalic dwarfism was due to bad 
diabetic control. 

There was much evidence, but little exact information. point- 
ing to the influence exercised by other endocrines and even 
vitamins on both fat and carbohydrate metabolism. The 
pituitary gland had clearly a most important influence. But in 


conclusion Dr. Lawrence said that it was quite probable that 
one day it would be proved that his disjointed remarks on this 
occasion were well-meaning but erroneous guesses in a difficult 
subject. 
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Head Injuries in Motor-cyclists 

Sir,—In his important communication on “Head Injuries in 
Motor-cyclists ” (October 4, p. 465) Prof. Hugh Cairns stresses 
the importance of a crash helmet in minimizing the effects of 
head injuries in accidents to motor-cyclists. 

In 1914, when medical officer to the Brooklands track, I 
had a profile view of a motor-cycle crash during a race, and 
through the clerk of the course I was put in touch with the 
manufacturers of police helmets and designed a crash helmet 
that was used for the Tourist Trophy Isle of Man Race of that 
year. The reply of the medical officer attending that race to 
my inquiry as to how the helmet had worked was brief and to 
the point: “Every year the humdrum of medical practice in 
the Isle of Man is relieved by interesting concussion cases in 
our hospital from the Tourist Trophy Race; this year, thanks 
to your damned helmet, we have had none.” 

After the last war, although changes were made in the shape 
of the helmet, its principles remained the same. It was built 
of layers of linen soaked, I believe, in shellac, and this was 
attached to a lining of web slings which were sometimes padded 
and which fitted closely to the rider’s head. The lining came 


down over the back of the neck and was continued on to a ~ 


chin strap which retained the helmet in position. This helmet 
was practically unbreakable, and even after most severe impacts, 
in which the rider escaped without injury, I have seldom seen 
more than a partial tear slightly separating the individual 
layers from each other. The surface was polished and undent- 
able, so that almost any impact due to a fall was deflected. 
It came into use in 1920, and during the following sixteen years 
I admitted only two head injuries to hospital from accidents 
sustained by motor-cyclists when riding at Brooklands and 
wearing a properly constructed helmet. Both of these were 
exceptional, one man being thrown with great force at right 
angles against a vertical face of concrete, and the other striking 
the side of his head when his motor-cycle, fell over sideways 
when he was too high up the banking. Both these men, one 
unconscious for eleven days and the other for five weeks, made 
complete recoveries and returned to their full ordinary work. 

Unfortunately, I have kept no record of the number of 
crashes that happened at Brooklands, but except for five 
Saturdays in each season when the track was in use for other 
purposes motor-cycle races were held nearly every Saturday 
afternoon from April till October. It was seldom that at least 
one rider was not flung from his machine in these races, and 
there were other crashes there in the course of the year at long- 
distance races. Every week the track attendant reported to me 
one or two accidents during the almost daily practice on the 
track where nothing more serious than trivial abrasions had 
been received, and there were, of course, numerous accidents at 
other meetings in various parts of the country, again with a 
notorious absence of serious results. 

It became obvious that any projection on the surface of the 
helmet was dangerous, and the wearing of badges stuck on to 
it was prohibited. At one meeting three men were hurt who 
were wearing a new type of helmet, the base of which was 
encircled by two parallel strings which prevented it from splay- 
ing outwards and helped to retain its shape (see Fig. 6 in Prof. 
Cairns’s article) ; these cords slowed the helmet when skidding 
on the trackway. I reported the accidents to the Auto-Cycle 
Union Committee, and they were at first rather sceptical about 
their being due to such an apparently trivial cause, but it was 
soon found that men wearing these helmets did get hurt when 
they were thrown from their machines, and one was killed in 
the Isle of Man, where the friction of the cords against a wall 
slowed the passage of his head against it, allowed his body to 
swing round and fracture his cervical spine. 

I do not know if there is more than one pattern of helmet 
issued to Army motor-cyclists, but those I have seen have not 
embodied the lessons learnt in track racing. They had an outer 
shell separated from an inner lining by a layer of felt. The 
outer shell was hardened, but a moderate impact could crack 
it, dent it, or otherwise damage it, and the underlying felt being 
soft the whole helmet would be compressed and crushed, with 


serious or fatal associated injury to the skull. I recently saw 
one of these helmets that had been flattened by a motor-cycle 
passing over it when the wearer was lying on the ground ; his 
skull was crushed and the brain extruded, an injury the Brook- 
lands helmet would certainly have prevented. 

I feel that a properly constructed helmet would have resisted 
the impact that punched out a hole in the outer casing referred 
to in Prof. Cairns’s Case II and prevented the severe damage 
noted in Case III. Case IV shows how easily the helmet frac- 
tured, as the impact took place at only 25 m.p.h., and in many 
accidents at Brooklands the riders crashed at over 100 m.p.h. 
In Case V the dent on the helmet showed how inefficient was 
the surface hardening, which allowed dangerous localization 
of the force of the impact: that could never happen on the 
hard undentable Brooklands model. 

I am fully in agreement with Prof. Cairns that in the cases 
he has cited the helmet worn has lessened the effect of the 
impact, but I am sure that the injuries described would have 
been still further minimized by a model conforming more 
closely to the principles of that so long in use at Brooklands. 
It would be a pity if his valuable article tended to suggest that 
enough had been done in the matter of head protection and 
that finality had been reached in the construction of crash 
helmets.—I am, etc.., 

Weybridge, Oct. 15. Eric GARDNER. 


Increase in Fatal Road Accidents 


Sir,—The opening paragraph in your leading article on head 
injuries in motor-cyclists (October 4, p. 481) may give the im- 
pression that the number of adult pedestrians killed in road 
accidents in wartime has not increased. It is a fact that during 
the second twelve months of war there was a slight decrease in 
the number of such road users killed as compared with the first 
twelve months of .war, but the fatalities still exceeded 4,000, or 
nearly 2,000 more than in pre-war years. In fact, of the 5,300 
additional victims in the first two years of war, some 4,300 were 
pedestrians, 550 were passengers on vehicles, and 400 were 
motor-cyclists.—I am, etc., 

J. A. A. PICKARD, 


General Secretary, Royal Society for the 
Oct. 7. Prevention of Accidents. 


Science and World Order 


Sir,—The article on the British Association conference on 
“Science and World Order” (October 11, p. 516) stated that 
“the plan was to have a few papers to be discussed by British 
scientists . . . but men of science of other nationalities ... 
proffered contributions.” This does not correspond to the facts. 
On the contrary, the British Association advertised this confer- 
ence as international, formal invitations were sent to foreign 
Governments (I have one such invitation on my desk), and in all 
official messages and communications to the daily papers the 
presence of delegates of all nations was stressed. 

I agree, however, with your contributor that the conference 
was amorphous ; it was on the whole, in my opinion, a failure. 
And this because, although widely advertised as scientific and 
international, it was neither. It was not scientific because, 
although some scientists took part, the “ headliners ” were dis- 
tinguished politicians, diplomats, and a famous novelist. It was 
not international because, although in all governmental com- 
munications “ famous scientists from all nations” were to be 
made welcome, no place was made for foreign delegates in the 


‘ work and discussions, and on the whole few Allied and foreign 


scientists participated. 

For this reason the main scientific problems of these terrible 
days have not been touched. The disaster of the European 
populations dying of starvation and threatened by epidemics 
has been mentioned by only one speaker, Dr. Kodicek, and his 


speech was, of course, not in the newspaper headlines. This, | 


however, is the great problem to be solved by the scientists of 
to-day, and I suggest the convocation of another conference, 
purely scientific and really international, to concentrate on its 
solution. I hope that British scientists will take the lead in 
this. It should not be said that science is once more divorced 
from reality, and that to the danger of the civil populations of 
the Nazi-occupied countries it responded only with empty 
phrases and post-war Utopias.—l am, etc., 


London, W.1, Oct. 15. A. P. CawabDIas. 
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Clinical Manifestations of Exposure to Tetryl and T.N.T. 


Sir,—The article by Drs. J. Hilton and C. N. Swanston 
(October 11, p. 509) raises points of special interest at the 
present time, when the early recognition and treatment of 
industrial disease are of great importance to medicine and the 
national production effort. 

Two of the conditions described in this article—namely, 
toxic jaundice and aplastic anaemia—carry a high mortality, 
yet from the authors’ description of toxic jaundice this in its 
early stages may simulate the benign cyanosis which they also 
describe. We are not clear how the authors differentiate (a) 
“mild cases in which the patients are otherwise well ” and who 
“remain in contact under observation’ from (b) those cases 
of symptomless cyanosis which “herald” toxic jaundice ; and 
whether the absence of symptoms is the criterion employed for 
allowing the cyanosed worker to remain in contact. 

In our experience, T.N.T. contact workers showing either 
lilac or ashy-grey cyanosis may admit, on inquiry, to no symp- 
toms. We initiate treatment, and according to the clinical 
findings arrange for contact or non-contact work in each case. 
With this treatment improvement is visible in the course of a 
few days, and we have been struck by the fact that in this 
initial phase of recovery the worker notices his improved con- 
dition, and realizes by contrast his previous ill-health. He com- 
ments spontaneously on the fact that he has been feeling 
“ giddy.” “ dopey,” “drunk,” “tired out,” for some time now. 
We have found in these workers a mental and physical torpor, 
insidious in onset, which they neither realize nor express. 

The routine treatment we employ, and which so far has 
proved successful with these patients, has been outlined with 
illustrative cases in detail by Dr. J. H. Watson in a paper as 
yet unpublished. Briefly, it consists in the early use of vitamin 
C and sodium tarbonate, supplemented where necessary accord- 
ing to the type of poisoning present. The patients remain at 
work and receive treatment daily at the factory surgery, the 
choice of work being determined by ouf clinical findings. 

The investigation in all cases comprises a clinical examination 
of the patient, with a careful note of their work history and 
previous occupation, a blood count and differential white cell 
count, Webster’s urinary test for T.N.T., and urinary tests for 
bile and urobilinogen. In certain cases a spectroscopic exam- 
ination of the blood is made. Any patient who does not show 
a normal blood and urinary picture is temporarily removed 
from contact. Hitherto we have been fortunate in having en- 
countered no cases of toxic gastritis as described by Drs. Hilton 
and Swanston. 

In conclusion, we should like to endorse their statement that 
factory medical officers are anxious to co-operate with general 
practitioners in helping to diagnose these conditions. We 
believe that the detection and prompt initiation of treatment 
in workers showing the earliest signs of T.N.T. toxaemia will 
arrest the course of a condition which may otherwise progress 
to a fatal issue, or incapacitate the worker for a long period.— 
We are, etc., 

E. K. WILLIAMS. 


Oct. 15. G. H. THOMSON. 


Sir,—I was interested to note that Drs. J. Hilton and C. N. 
Swanston (October 11, p. 509) had found common gastric signs 
and symptoms in exposure to tetryl (or C.E.) and T.N.T. 
I consider the probable explanation is that both C.E. and 
T.N.T. stimulate the appetite. There are a certain proportion 
of the new entries to the factory who suffer from dyspepsia, 
and the stimulation of the appetite by C.E. and T.N.T. thereby 
aggravates the already established gastric condition. Many of 
these people have previously suffered from total or intermittent 
unemployment, with resultant dietetic restriction. The better 
economic state, superadded to the stimulated appetite, requires 
in those people a short time to rectify. At the same time many 
of these people have to travel long distances to work, and either 
through distaste for breakfast or lack of time to take breakfast 
the result is that they have to start work on an empty stomach. 
We experienced this difficulty, but excellent canteen arrangements 
solved this, and I believe we outstrip all other factories, as 
65% of our employees take a hot cooked meal each day at the 
factory canteen, whereas at other factories the highest total is 
25%. We have here none of this so-called T.N.T. gastritis. 


Here it is interesting to note that Viscount Chetwynd during the 
last war reduced his gastric cases from 11.6% to 0.7% by suit- 
ably feeding his employees. 

Regarding methaemoglobin, I have made an extensive investi- 
gation which has been cross-checked by experts, and we have 
not discovered, up to date, methaemoglobin. In some cases 
a pigment resembling sulphaemoglobin has been found. I have 
been specially interested, as I have wished to connect up whether 
this condition might be due to the Mackenzie-Wallis nitroso 
bacillus, which has the power of reducing nitrogen compounds. 
This bacillus is found in the saliva and the faeces. Splenic 
dysfunction should not be overlooked. The cyanosis is the 
mauve or purple cyanosis of sulphaemoglobin, as distinct from 
the chocolate-brown cyanosis of methaemoglobin. 

Regarding toxic jaundice, the high 30% mortality and the 
fact that recent advances in therapy have not been used in 
treatment suggest that no progress in the outlook has been 
made since 1914-18. This is certainly not the case with us, 
ac our mortality for the seven months before the perfection of 
new methods of treatment was very much less than 30%, but 
since the standard of treatment we have now attained the 
results have been that we have had no fatal case in this last 
six months. The early diagnosis and treatment of what I term 
the pre-toxic jaundice and the pre-aplastic state is our aim. 
The pre-aplastic state is a definite macrocytic type of anaemia 
in which a polymorphonuclear leucopenia is microscopically 
found.—I am, etc., 


Oct. 13. JOHN H. Watson, M.B., Ch.B. 


The Aqueous and Glaucoma 


Sir,—Your leading article on ““ The Aqueous and Glaucoma ” 
(October 11, p. 515) is, I submit, ex parte and not in your best 
judicial manner. Before such definite claims can be made on 
behalf of dialysis, criticism such as I have brought forward 
from the outset must be met and answered, not merely 
ignored. These objections | have summed up in two recent 
articles, “‘ The Mechanism of Aqueous Secretion in Mammalia ” 
and “The Mechanism of the Intra-ocular Pressure in Mam- 
malia,” which appear in the current volume of the British 
Journal of Ophthalmology. 

Admittedly dialysis appears superficially as a straightforward 
physical process. In the eye, however, dialysis cannot take 
place, for the simple reason that the mechanical—that is, 
anatomical—conditions are such that it is a physical impossi- 
bility. The dialysis of aqueous is, in short, the conception of 
function operating without a mechanism. This is only one, 
though I suggest a somewhat fundamental, obstacle to the 
theory of aqueous dialysis and all its implications.—I am, etc., 

Nottingham, Oct. 13. THOMSON HENDERSON. 


Voluntary Hospitals 


Sir,—May I claim two fundamental virtues for the voluntary 
hospital in addition to those so well presented by your recent 
correspondents. 

I divide doctors into medical artists and medical tradesmen, 
and the present tendency is for the latter to predominate. | 
submit that the peculiar mental atmosphere which has evolved 
in voluntary hospitals tends specially to foster the growth of 
clinical artistry. The impelling motive in their doctors (and 
hence in their nurses) is not primarily to earn money or please 
a committee but to satisfy their individual sense of artistry in 
every job well done, and if any of the staff can find a better 
method of alleviation or cure he is gratified in his artistic sense 
and also by the appreciation of his fellow artists on the staff 
—especially if the new method is worthy of publication. This 
spirit of artistry automatically secures the best interests of the 
patient, for perfunctory medical work can easily satisfy a com- 
mittee or the lay public. They mistrust striving and originality, 
preferring a comfortable economical routine, with no com- 
plaints or questions asked. Such an atmosphere is deadening 
to medical aspiration. 

My second point is that medical psychologists are constantly 
preaching the benefit to be obtained from altruistic actions— 
so cleverly taken up by the Boy Scout’s good action every day. 
Now the voluntary hospital system from top to bottom pro- 
vides an enormous field for altruistic effort—for each hard- 
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working member of the lay board down to the humblest sub- 
scriber. If all our hospitals were run by the State or munici- 
pality the whole of this invaluable and satisfying outlet for 
altruism would be swept away—a real though imponderable 
disaster on a national scale. For neuroses batten on selfishness 
and yield to altruism: the human mind is never satisfied to live 
for itself alone.—I am, etc., 


Hull, Oct. 9. FRANK C. Eve, M.D., F.R.C.P. 


Tuberculosis Rampant 


Sik,—Though I have been practising in England for only 
three years, I should be glad if you will allow me to make a 
few observations in your correspondence columns. 

Much has been done for tuberculosis in this country, and 
quite a lot written about “carriers” in the columns of your 
Journal, but still the fight against the tubercle bacillus seems a 
hopeless one, as the enormous toll shows every year. During 
my short stay here I have met a few patients with active pul- 
monary tuberculosis who are allowed to leave the sanatorium if 
and when they wish. They mix with their friends and rela- 
tions, and, in one particular case, with a family on whom 
the patient and his family were billeted—all eating and associa- 
ting in a common room. Representations to both the sana- 
torium and local authorities were of no avail, the sanatorium 
authority declaring he cannot keep a patient in against his will. 

The seriousness of such a state of affairs is only too obvious. 
A patient classified as T.B. If+ with cavities in both lungs was 
allowed to return to his work because “he was very anxious 
to go back to work.” With a decided increase in tuberculosis, 
a definite decrease in resistance after two years’ war conditions, 
and the forthcoming influenza epidemics with such potent 
“ carriers” about, one dreads to think how much greater the 
increase in tuberculosis wiil be in the near future. More rigid 
control seems the only answer.—I am, etc., 


Maltby, Oct. 11. A. H. BARTLEY. 


Treatment of Haemorrhagic Disease of the Newborn 


Sir,—While not claiming “a much wider experience” of 
the treatment of babies who bleed in the newborn period than 
Dr. J. J. Robb (October 11, p. 526). I yet venture these 
comments. 

The rational treatment of any patient who bleeds depends. 
whatever his age, on the cause and the severity of the bleeding. 
When a newborn baby bleeds it may have a hypoprothrombin- 
aemia, a peptic ulcer, rarely even a thrombocytopenia, or there 
may be an abnormal condition of the erythropoietic tissues or 
a severe general infection. This far from exhaustive list may 
present great difficulties in differential diagnosis. We need at 
least a full examination of the patient, a complete blood count 
and study of blood films, and a prothrombin estimation. 

Without this information the treatment of bleeding in the 
newborn baby remains empirical and the assessment of new 
treatments impossible. The indication for vitamin K is a 
hypoprothrombinaemia; for a transfusion of whole blood, 
anaemia. Of the ritual injection of blood, citrated or not, 
intramuscularly or subcutaneously, whether from a blood rela- 
tion, male or female, or from a friend of the family, I remain 
sceptical ; there are too many cases where the patient recovers 
without treatment of any kind. 

Haemorrhagic disease of the newborn is a_ time-honoured 
label but an insufficient diagnosis. A closer study of these 
cases is essential before the value of any one method of treat- 
ment can reasonably be discussed.—I am, etc., 


St. Albans, Oct. 13. ALFRED WHITE FRANKLIN. 


Organization of E.N.T. Department in E.M.S. 


Sir,—Many will have read with much interest the article on 
this subject by Mr. V. E. Negus (October 11, p. 519). My 
experience in an E.M.S. hospital—though perhaps less extensive 
—has been essentially similar to his, and I endorse his views 
as to the need for a fully developed E.N.T. department in a 
general hospital of any size. Unfortunately my experience of 
the need for equipment has also been exactly the same. Mr. 
Negus writes: “ Unfortunately the equipment which I consider 
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necessary has not been provided. That supplied is insufficient 
in quantity for the many patients who must be examined, 
treated, and operated upon in this sector, and is in many in- 
stances of a different pattern from that to which my colleagues, 
my assistants, and I have been habituated. The return of 
civilians to their war work and of soldiers to their units should 
not be impeded by lack of equipment. We have had to im- 
provise instruments and use privately owned ones to fill the 
gap.” 

Before war was declared, and as soon as I knew that I should 
be working at an E.M.S. hospital, I began trying to obtain the 
simpler surgical instruments for the E.N.T. department at that 
hospital, but unfortunately they have not even now been pro- 
vided. I wrote many letters to the Ministry, and interviewed 
personally each of the three Ministers of Health who has held 
office since the war began, but simple instruments in daily use 
in every E.N.T. department are still lacking in the hospital in 
which I work. Mr. X. who chooses E.N.T. instruments for 


‘E.M.S. hospitals, may be able to do first-class work with the 


aid of, or in spite of, the instruments he selects for us, but it 
does not follow that Mr. Negus or I can do even passable work 
with them. I can say with truth that since the commencement 
of the war I have never done an E.N.T. operation in an E.M:S. 
hospital without using some at least of my own instruments. 
This may work moderately well if I know beforehand the exact 
nature of the operations which I have to perform. If I do not, 
I have either to send for my instruments or postpone the opera- 
tion to another day—thereby wasting public money. 

I wonder if the experience of Mr. Negus and myself has 
been shared by others.—I am, etc., 


London, Oct. 15. SOMERVILLE HASTINGS. 


Mobile First-aid Posts 


Sir. —To-day I had the privilege of being present with a com- 
peting unit at a regional competition at Cambridge for mobile 
first-aid posts from the Eastern Counties. Though beaten by 
better teams we had a pleasant and instructive day and a 
valuable opportunity of discussing our work and methods with 
members of other units. As a result, I should like to comment 
on some points which seem to me to be important. 

1. The present functions of mobile first-aid posts, as I 
understand them, are: (a) to supplement or replace overworked 
or damaged fixed aid posts ; (b) to set up temporary aid posts in 
bombed rural areas, or at points where there may be a con- 
centration of casualties beyond the capacity of local services : 
(c) in case of invasion, to set up advanced dressing stations for 
civilian, Home Guard, or Army. casualties, wherever required. 

2. For these purposes equipment is issued in portable cup- 
boards, which have to be dismounted, unpacked for work, and 
finally reassembled and embarked before moving off. This 
postulates a sizable room or hall, with suitable lighting and 
black-out and the expenditure of a good dea! of time and 
exertion. 

3. Of the large number of mobile aid posts in the counties 
represented at the competition a very small percentage has 
seen active service, though a number of the districts to which 
they are attached have had their share of “ blitz.” 

4. Now for my own experience. After trying out the method 
of working described for nearly a year, during which many 
practices were carried out in village halls, country houses, and 
industrial works, I was so impressed by the difficulty (a) of 
finding adequate accommodation, and (b) of getting into action 
in time for treatment for shock to be of much use, that I 
acquired a fourteen-seater bus, and arranged permanent fittings 
for equipment, heating, lighting, and washing, with suitable 
black-out. We can now arrive at an incident with everything 


prepared for immediate action, can deal with one stretcher 


case or three sitting cases at a time in the bus, and can hand 
out requisites for as many more as may be necessary, for treat- 
ment in any room o1 cottage, however small. 

At the meeting referred to this arrangement was rather 
frowned upon by authority as being a variation from the 
official technique, but conversation with medical officers of 
other units gave me the impression of concurrence with my 
views. I submit that, using methods such as I have suggested, 
more use might be made of mobile aid posts in urban districts 
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to supplement and assist hard-pressed first-aid parties, thereby 
putting into the collar necks which are worn hairless by strain- 
ing at the leash of long-deferred opportunity. In the rural 
work with which I am familiar I am convinced that the 
ability to arrive ready to work anywhere and to move on 
quickly, given by the method I now use, outweighs all other 
considerations.—I am, etc., 


Oct. 12. C. GRANTHAM-HILL. 


“ First Aid to the Injured ” 


Sin,—Would you be kind enough to publish in your corre- 
spondence columns the following letter which I am sending 
to the secretary of the St. John Ambulance Association? 


* Sir,—For the last fourteen years it has been my pleasure 
and privilege to lecture and to examine on behalf of your 
Association. While I have always thought that your authorized 
textbook, First Aid to the Injured, is extremely satisfactory as 
a training manual in time of peace, my studied opinion during 
the last three years has been that it is inadequate in time of 
war, when the basis of first aid must be simplicity, flexibility, 
and improvisation. In peace the interval between the accident 
and the casualty receiving professional attention has been 
measured in minutes; in war, more particularly during a 
period of invasion, the interval may be one of days. This 
is especially true in the rural areas, where the only skilled 
help available for casualties, even for as long as ten days, may 
be St. John and Red Cross personnel, working in isolated 
houses without any surgical supplies, or in the casualty collect- 
ing posts of the Home Guard and A.R.P. points and posts 
with limited supplies of dressings. I would therefore appeal to 
your Association to consider whether a supplementary pam- 
phlet on * First Aid in Time of War’ should not be considered 
an urgent and immediate necessity. My tentative suggestion 
would be that haemorrhage, shock, wounds, fracture, pain, 
burns, and the evacuation and accommodation of casualties 
are the necessary subjects for reconsideration, with particular 
emphasis on the use and abuse of the tourniquet. The imme- 
diate reaction of the first-aid student to the treatment of bleed- 
ing should not be the tourniquet—it is not a fool-proof weapon. 
It is my intention to send a copy of this letter to the Editor of 
the British Medical Journal with a view to publication and pro- 
fessional criticism.” 


—I am. etc., 
JOHN C. HopcGson, M.D.. 


Oct. 12. Battalion Medical Officer, Kent Home Guard. 


Sulphonamides for Cerebrospinal Fever 


Sir,—Dr. N. Mutch, in his article on “A New Sulphon- 
amide ” (October 11. p. 503), refers to 154 cases of cerebrospinal 
fever in Wrexham. May I point out that all of these cases 
were treated by me at the isolation hospital, and not by 
“ various doctors.” With the exception of seven cases, all were 
treated with sulphonamides. Of these seven exceptions, four 
were moribund on admission and died within a few minutes. 
It may be of interest to note that up to date we have had 222 
definite cases with twenty-two deaths, or a mortality of 9.9°. 
Of the 222 cases all except eight were treated with sulphon- 
amides.—I am, etc., 


T. P. Epwarpbs, M.D., D.P.H. 
Medical Officer of Health and Medical 


Wrexham, Oct. 11. Supt., Isolation Hospital. 


J. R. Sprague and R. A. Srigley (Ohio med. J., 1941, 37, 843) 
record four cases of intussusception due to a Meckel’s diverti- 
culum. All recovered from the operation, which is remarkable 
in view of the usual large mortality—56% in children under 5 
and 36% in those over 5 years of age. Of the five classical 
symptoms—(1) sudden onset, (2) projectile vomiting, (3) shock, 
(4) abdominal mass, and (5) melaena—an abdominal mass was 
felt in only one case and none of the patients had melaena. 
Also in contrast with ordinary intussusception the average age 
of these cases was 13.8 years. In three cases the intussuscep- 
tion was reduced by stripping downward with the fingers, and 
in the last case a longitudinal incision through the constrict- 
ing edge of the intussusception permitted reduction. 


Obituary 


ALEXANDER GOODALL, M.D., F.R.C.P.Ed. 
Physician, Royal Infirmary of Edinburgh 


We regret to record the death on October 16 of Dr. 
Alexander Goodall, who was senior physician to the Royal 
Infirmary of Edinburgh in length of continuous service and 
in age. He had held office for three years as President of 
the Royal College of Physicians of Edinburgh, and was for 
many years lecturer on clinical medicine in the university. 


He was born in 1876 at Barr, in Ayrshire, the son of the Rev. 
Charles Goodall, B.D., minister of that parish, and was educated 
at George Watson’s College and Edinburgh University, where 
he graduated M.B., Ch.B. in 1898 and M.D. with high 
commendation in 1901; three years later he was elected 
F.R.C.P.Ed., after holding the Freeland Barbour research fel- 
lowship and winning the Cullen prize. In his younger days he 
was closely associated with the late Prof. D. Noel Paton and 
lectured in physiology at the School of Medicine of the Royal 
Colleges. He was appointed assistant physician to the Edin- 
burgh Royal Infirmary in 1913 and lecturer on clinical medicine 
in the University in 1914. He collaborated with the late Prof. 
Lovell Gulland in the production of three editions of a standard 
book on diseases of the blood, and when the Edinburgh Post- 
graduate Courses were instituted he lectured on haematology. 
Dr. Goodall was an early worker in the laboratory of the 
Royal College of Physicians of Edinburgh and published 
numerous articles, chiefly on blood diseases and the testing of 
drugs; he renewed his active interest in the laboratory when 
he became Vice-President, and again when President, of the 
College in recent years. During the last war he served in the 
R.A.M.C. with the rank of major in charge of the medical 
division of No. 66 General Hospital at Salonika, and while 
working there contracted an illness from which he never fully 
recovered. In 1921 he accepted the appointment of physician 
to the Ministry of Pensions Hospital at Craigleith. He had 
been a member of the British Medical Association for just on 
forty years, and at the Annual Meeting in Dublin in 1933 held 
office as vice-president of the Section of Physiology and 
Biochemistry. 

A colleague in the course of an appreciation printed in the 
Scotsman writes of Dr. Goodall as a shy man, who disliked 
the ordinary type of medical committee work, where discussions 
are apt to be prolonged and tedious. He was happiest, in so far 
as his work was concerned, in teaching and in looking after 
his patients, to whom he gave of his best from an active brain, 
wide experience, and a keen clinical sense for the essentials 
of a case. Those who enjoyed his close friendship were aware 
of his intense love of his home, his children, and his grand- 
children. He was a keen supporter of the Royal Scottish 
Pipers’ Society, and amid many professional duties found time 
for shooting. He loved the country and all its associations. 


WILLIAM KERR RUSSELL, M.D. 


William Kerr Russell died on October 4 at the. age of 50, 
after a few weeks’ illness. His passing at such a relatively 
early age is a serious loss to the specialty of physical medi- 
cine, which he practised for the greater part of his life. 


He was born at Newcastle-upon-Tyne, the son of the late Dr. 
Frank Russell, a greatly respected practitioner of that city. 
He was educated at Ackworth School, at Bootham School, York, 
and the University of Durham College of Medicine, Newcastle. 
He did extremely well in all examinations, obtaining the coveted 
Goyder scholarship in clinical medicine and surgery, and first- 
class honours in the final examination for the degrees of M.B.. 
B.S. In 1921 he received his M.D. for an essay on chronic 
traumatic osteomyelitis. Qualifying in 1914, he joined the 
R.A.M.C., S.R., shortly after the outbreak of war, and served 
in France from early in 1915 till the end Of the war. There- 


after he held a surgical appointment in the Military Ortho- 
paedic Hospital, later the Pensions Hospital, at Newcastle. 
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For several years he was in general practice in his native city, 
but early in his professional life became interested in electro- 
therapy, for the technical aspects of which he showed marked 
aptitude. He was enthusiastic concerning the potentialities of 
ultra-violet therapy and did pioneer work on that subject. 
With his wife, Dr. Eleanor Russell, he published in 1925 
Ultra-Violet Radiation and Actinotherapy, a popular book 
which ran to three editions. A further book on this subject 
came from his pen in 1930, and in 1932 he published a mono- 
graph on colonic irrigation. He started and superintended a 
large sun-ray clinic for the benefit of an industrial area of 
Newcastle. In 1928 he moved to London and entered upon 
specialist practice in physical medicine. He held the appoint- 
ments of honorary medical officer to the light department and 
later the electrical department of the Miller General Hospital, 
physician in charge of the physiotherapy department, National 
Temperance Hospital, and assistant in the electrotherapeutic 
department, Royal Free Hospital. At the Miller Hospital 
he was co-director of the Almeric Paget School of Physio- 
therapy from its opening in 1930 until the school was closed 
in 1936, and for ten years he examined for the Chartered 
Society of Massage. In 1928 he became assistant editor of the 
British Journal of Physical Medicine, and for a year from 1933 
was editor of that journal. He was one‘of the few people in 
this country who interested themselves in fever therapy by 
physical methods, and in 1937 he was official representative of 
the Ministry of Health at the first International Congress of 
Fever Therapy in New York. He travelled widely in pursuit 
of knowledge of his specialty, and was British secretary of the 
Comité International de la Lumiére, and a member of the 
Ultra-violet_ Light Committee of the British Standards 
Institution. 

A curiously modest and self-effacing man, Kerr Russell had 
deep enthusiasm and faith in his work and high ideals. After 
the outbreak of war, owing to the dislocation of London 
specialist work, he took the wise decision of transferring to 
general practice at Ross-on-Wye for the duration of the war. 
Thus he had a very full and varied life and a wide experience 
to bring to bear on the problems of special interest to him. 

THOMAS MILL, C.M.G., C.B.E. 
M.B., F.R.C.S.Ed. 

Tom Mill was the son of a New Zealand shipowner, but 
himself chose to follow a professional career, and received 
his medical education at Edinburgh. Immediately after 
he spent a year as an assistant at Keswick, and there 
acquired a life-long affection for the place and the people 
of the Lake District. Then he returned to practise in 
New Zealand, where his chief preoccupation was with 
gynaecology. The war of 1914-18 brought him back to 
England in command of the 2nd New Zealand General 
Hospital at Walton-on-Thames, where he showed his flair 
for administration. At the end of the war he studied 
laryngology and otology in London for a year or two 
before returning once more to New Zealand, where he 
held the appointment of aural surgeon at the Christchurch 
Hospital for ten years. He wrote nothing, but was a wide 
though fastidious reader, and being, as a New Zealander 
would be, a man of sterling character and a staunch friend 
he exercised great professional influence, and held the office 
of president of the New Zealand Branch of the B.M.A. 
at a critical period. However, the trend of political events 
worried him, or at least he thought so. It is probably 
nearer the truth that a combination of gall-bladder and 
cardiac disease had begun to undermine his health and 
made him restless. He resigned at Christchurch and then 
practised quietly for a time in Jersey, but he had no real 
ties there, and he left a few days before the Germans took 
over the island. In the end he returned to Keswick, which 
he loved so well, and was busily engaged in practice until 
a coronary occlusion cut him off in a few hours. He will 
be sadly missed by many besides the New Zealanders whom 
he served so loyally. “ee 


Dr. H. S. BURNELL-JoNnES, D.P.H., died at Worle, Somerset, at 
the home of his mother on September 17 after a long illness. 
He had recently been acting as tuberculosis officer for Worcester, 
Dr. Burnell-Jones received his medical education at Cardiff, Leeds, 
Bristol, London Hospital, and University College, and had 
been in practice at West Wickham, Kent, in North London, and, 
earlier, in Birmingham. He always had leanings towards labora- 
tory work, and was intensely interested in tuberculin treatment, 
on which subject he had done much research and written several 
papers. He was at one time a clinical assistant at the Central 
London Throat, Nose, and Ear Hospital, and after the death of 
Mr. Juler he ran the throat department of the Croydon General 
Hospital for some months. He worked for a time in the skin 
department at the Royal Northern Hospital. Burnell-Jones 
(writes A. E. S.) was a well-known figure at the meetings of the 
North London Medical Society. He was a genial personality of 
spruce appearance, and was an accomplished organist. He leaves 
a widow, three daughters (one a Bart’s nurse, now in the Army), 
and three sons (two in Canada), all in the Services. 


We regret to announce the death at the age of 62 of Dr. 
ALEXANDER ROBERTSON, medical officer of health for the Burghs 
of Elgin, Lossiemouth, and Rothes. A graduate of the University 
of Aberdeen, he took his M.B., Ch.B. degrees in 1902 and his 
D.P.H. in 1905. Dr. Robertson held an appointment as Govern- 
ment medical officer in Kenya for seven years ; on returning to 
this country he worked for the next four years at the Bermondsey 
Infirmary in South London as assistant medical officer. Since 
1914 he had been engaged in private practice and public health 
administration at Elgin. At the time of his death he was senior 
surgeon to Dr. Gray’s Hospital. Dr. Robertson was a keen and 
active member of the British Medical Association from the time 
of his election in 1920: he served as honorary secretary of the 
Banffs, Elgin, and Nairn Division for three years and was its 
chairman in 1931-2, and in 1936 the Northern Counties of Scot- 
land Branch elected him its president. He had been a member of 
the Scottish Committee of the Association continuously for the 
past ten years. He was an elder of St. Giles’s Church, Elgin, 
and took a fatherly interest in the local football club, of which 
he was vice-president and honorary medical adviser. 


Dr. Henry GERVIS, formerly a very well-known Brighton 
practitioner, died on October 13. Born in London in 1863, he 
was educated at Mill Hill School and Trinity College, Cam- 
bridge, graduating B.A. in the Natural Sciences Tripos of 1884. 
He then went on to St. Thomas’s Hospital and qualified 
M.R.C.S., L.R.C.P. in 1889, and in the same year took the M.A. 
and M.B., B.Ch. degrees of Cambridge. He served at St. 
Thomas’s as house-surgeon and resident assistant before starting 
general practice in Brighton. Dr. Gervis reached high rank in 
Freemasonry, becoming Provincial Grand Master of Mark 
Master Masons in Sussex. He took a prominent part in the 
public life of Brighton and was mayor for one year and after- 
wards an alderman for eight years ; he was also a J.P. for the 
Borough of Brighton. On the outbreak of the last war he was 
mobilized on the staff of the 2nd Eastern General Hospital. 
Brighton, with the rank of Captain R.A.M.C. (T.F.), which he 
had held since 1908, and in March, 1918, went to serve with the 
20th General Hospital at Camiers. On returning to civil life he 
published some reminiscences of his life in khaki under the title 
Arms and the Doctor. Dr. Gervis was a member of the British 
Medical Association from 1891 until his retirement from active 
work five years ago at the age of 73. 


Dr. RoBeRT THIN (writes Dr. G. M. Greig) was a general 
practitioner with abilities far beyond the average. In spite of 
being a busy man with a very large practice he found time for 
many other activities in connexion with the profession and the 
Church, and he wrote papers on various subjects. His great 
personal popularity, his capabilities, and the esteem in which he 
was held were recognized by his election to the Presidency of 


the Royal College of Physicians of Edinburgh, and by the con-. 


ferring on him by the University of Edinburgh of the honorary 
degree of LL.D. But it is as the family doctor and friend that 
those of us who were his patients will think of him and remember 
him. At one period the work he did must have seemed almost 
too much for even his great capacity, but he never appeared to 
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be hurried. His examination of the patient was always systematic 
and thorough, and his visits left his patients cheered and full of 
confidence. No man was ever more kind and sympathetic. We 
remember these words of Savonarola: ‘“ The physician that 
bringeth love and charity to the sick, if he be good and kind and 
learned and skilful, none can be better than he.” And we know 
that no man ever more deserved them than Dr. Thin. 


The Services 


CASUALTIES IN THE MEDICAL SERVICES 
RoyaL NAvy 


Temporary Surgeon Lieut. ARTHUR CHARLES SHELFORD, 
R.N.V.R., who was announced as “ Missing” in the Journal of 
September 21, 1940 (p. 402), is now reported to have died as a 
prisoner of war and to have been buried on Pellworm Island on 
September 26, 1940. He was born at Alnwick in 1914 and 
began his medical studies at the University of Edinburgh in 
1932, graduating M.B., Ch.B. in 1937. He had held the posts 
of house-physician and house-surgeon at Sunderland Royal 
infirmary. Soon after the outbreak of war he was granted a 
temporary commission as surgeon lieutenant in the R.N.V.R., 
and early in 1940 was posted to H.M.S. Express and assisted in 
the Dunkirk evacuation. He joined the British Medical Asso- 
ciation soon after qualification. 


RoyaL ARMY MEDICAL CorRPS 


Prisoner of War 
Lieut. John Campbell. 


DEATHS IN THE SERVICES 


Colonel LEONARD Woop, late R.A.M.C. (ret.), died at Westbury, 
Wiltshire, on September 27, aged 67. He was born on July 20, 
1874, was educated at Mason College, Birmingham, and took the 
M.R.C.S., L.R-C.P. in 1898. After filling the house posts at the 
General Hospital, Birmingham, he entered the R.A.M.C. as 
lieutenant in 1899, becoming full colonel in 1926. In 1910-11 
he served as adjutant of Territorial Army units. He served 
throughout the South African War of 1899-1902, when he took 
part in the relief of Kimberley and in operations in the Orange 
Free State, receiving the Queen’s medal with three clasps and the 
King’s medal with two clasps. In the war of 1914-18 he served 


as a D.D.MSS. and was mentioned in dispatches in 1917. After | 


retirement he was employed at Trowbridge. He leaves a widow. 


Universities and Colleges 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 


The President of the Royal College of Surgeons, Sir Alfred 
Webb-Johnson, gave a luncheon party on October 9 at 
Claridge’s. The company included members of the Council 
and officers of the College ; the Presidents of the Royal College 
of Physicians and the Royal College of Obstetricians and 
Gynaecologists ; the Medical Directors-General of the Services : 
and Viscount Dawson of Penn and Lord Horder. Among 
the many other distinguished guests were the President of the 
Czechoslovak Republic, the Soviet Ambassador, the Egyptian 
Ambassador, and the Czechoslovak Minister of the Interior and 
Education ; the First Lord of the Admiralty and the Minister 
of Health; the High Commissioners for Canada, Australia, 
New Zealand, and South Africa ; Captain Crookshank, M.P., 
Major Lloyd George, M.P., and Colonel the Hon. John Astor, 
M.P.:; Brigadier R. Luton, D.M.S., Canadian Forces, Wing 
Commander A. R. Tilley, R.C.A.F., Lieut.-Colonel J. H. Ander- 
son, °R.A.A.M.C., Squadron Leader E. H. Anderson, R.A.A.F.. 
Captain W. M. Anderson, U.S. Navy, and Colonel Paul R. 
Hawley, U.S. Army. 

In his speech Sir Alfred gave a special welcome to the 
President of the Czechoslovak Republic and said that the 
Royal Colleges were proud to have the privilege of conducting 
examinations for the medical degrees of the University of 
Prague. He spoke of the admiration felt by all present for 
the gallant Soviet Army, and their sympathy for the sacri- 
fices and sufferings of the Russian people; the College was 
grateful for the Ambassador's personal support in_ its 


endeavours to establish closer liaison between the medical 
services of the two countries. The Egyptian Ambassador was 
an old friend of the College, for it had had close associations 


with the Egyptian University for many years, and its Rector was 
an Honorary Fellow. The presence of the High Commissioners 
for the four Dominions was a reminder that our Royal Colleges 
had an imperial as well as a national importance and signifi- 
cance. Welcoming Admiral Dudley, General Hood, and 
Air Marshal Sir Harold Whittingham he expressed the hope 
that one outcome of this war would be that the heads 
of the Ministries of Defence would realize that their Medi- 
cal Directors-General should have a place at the highest 
Council table; the war had made it clear that in tactics 
as well as strategy nearly every phase had its medical aspect. 
After a word of special greeting to medical representatives in 
this country of the Dominion Forces and of the United States, 
and to the Hunterian Trustees who attended the luncheon, the 
President made reference to the loss the College had sustained 
by enemy action. Though it might seem trivial compared with 
the losses and sacrifices of our Allies, yet it was a calamity 
of the first order—a loss to science. The Museum was unique 
in the world. “ Our loss is serious, but in the great event it is 
but an incident and one which we may consider it a privilege to 
repair. We have a summons to a high duty, a mighty and noble 
task, in which we are encouraged by offers of help from all 
parts of the world. What high destiny to be on the Council 
now, when every step we take is history! It may be that this 
disaster will pave the way to the finest hour in the history of 
our College. The first step towards repair was’ taken with 
dramatic promptitude, for at the very first regular meeting of 
the Council after the disaster we received an inspiring message 
from the Bernhard Baron Trustees offering a gift of £40,000 to 
endow a research professorship at the College, so that, in our 
preoccupation with the restoration of the Museum, research 
should not suffer. . . . We have Hunter's plan and the inspira- 
tion of his example. On these foundations we must rebuild 
the superstructure—not perhaps exactly as it was, but as he 
would have built it had he been equipped with all the aids we 
have to-day.” 

The First Lord of the Admiralty and the Minister of Health 
replied to the President’s toast: “To the Hunterian Tradition ; 
to the restoration of our Museum ; to the success of our Allied 
Arms ; and to the attainment of Victory, for it is only through 
Victory that our goal can be won.” 


Council Meeting 


Ata quarterly meeting of the Council of the Royal College of 
Surgeons of England, held on October 9, with Sir Alfred Webb- 
Johnson, President, in the chair, Mr. D. L. Kerr was admitted 
as a Macloghlin Scholar. 

Prof. John Beattie was appointed Bernhard Baron Research 
Professor. 

It was decided not to fill the post of Conservator of the 
Museum at present. Prof. A. J. E. Cave, Assistant Conservator, 
will continue in charge for the time being. 

The following awards were reported: A Prophit Studentship 
to Dr. J. Clark Davidson and a Mackenzie Mackinnon Research 
Fellowship to Dr. Geoffrey Bourne. 

It was decided to recognize the posts of resident surgical 
officer and one house-surgeon at the Kent and Sussex Hospital, 
and the house-surgeon at the Walsall General Hospital, for the 
six months surgical practice required of candidates for the Final 
Fellowship examination. 

A Diploma of Fellowship was granted to Peter Smith, M.B., 
B.S. Diplomas of Membership were granted to F. X. Darne, 
J. D. C. Gowans, D. K. Sambrook, A. L. H. Smith, and Glenys 
J. Wade. 

Diplomas in Child Health were granted, jointly with the 
Royal College of Physicians of London, to the following eleven 
candidates: A. W. Abramson, W. W. Burnett, Winifred McK. 
Davidson, W. G. Daynes, Mabel A. Henderson, S. L. Mohan. 
D. Morris, Lorna C. Petersen, G. Prasad, I. D. Riley, Maggaret 
M. Strange. 


UNIVERSITY OF SHEFFIELD 


At a meeting of the University Council, held on October 10, 
Prof. G. A. Clark was reappointed representative of the Uni- 
versity on the General Medical Council, and Mrs. Margaret 
G. Happey, M.B., Ch.B., was appointed assistant bacteriologist. 

The Council received the resignation of Dr. R. W. John of 
the posts of research assistant and honorary demonstrator in 
pathology with regret, and accorded its thanks to him for his 
services to the university. 

The Faculty of Medicine reported that the success which 
attended two short courses in industrial medicine, held during 
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the summer vacation, had demonstrated the growing realization 
of the importance of reducing health hazards among industrial 
workers. Lectures and demonstrations were given by some of 
H.M. Medical Inspectors of. Factories, by members of the 
teaching staff of the Medical School, and by the staff of the 
Mines Research Board, and visits were paid to the works of 
Messrs. Edgar Allen and Co., Ltd., and Messrs. Hadfields, Ltd. 
The Faculty was glad to have fostered the spirit of co-operation 
between industry and medicine, and hoped to have further 
opportunities of doing so in the future. 


ROYAL COLLEGE OF SURGPONS OF EDINBURGH 


At a meeting of the Royal College of Surgeons of Edinburgh, 
held on October 15, with Dr. H. M. Traquair, President, in the 
chair, the following who passed the requisite examinations were 
admitted Fellows: 

W. V. Beach, D. W. Bracey, M. S. Campbell, I. Chand, C. D. 
Coode, H. K. Dastur, H. De, J. C. Dick, . L. Duncan, 
M. Gamal el-Din, T. Gibson, W. H. Kirkaldy-Willis, M. A. M. 
Labib, H. A. McDonald, W. C. McGuire, G. MacKay, J. W. 
Morgenthal, J. M. H. Ross. 

At the annual meeting of the College, held on October 15. 
the following officers were elected for the ensuing year: 


President, Mr. J. W. Struthers. Vice-President, Dr. H. M. 
Traquair. Secretary and Treasurer, Mr. K. Paterson Brown. 
Representative on the General Medical Council, Mr. Alex. 
Miles. Convener of Museum Committee, Mr. W. Quarry 
Wood. Libsarian, Dr. Douglas Guthrie. 


Medical Notes in Parliament 


Psychiatry in the Army 


On October 7 the Parliamentary Medical Committee, with Sir 
Francis Fremantle in the chair, was addressed by Colonel J. R. 
Rees, Director of Army Psychiatry and head of the Tavistock 
Clinic. He gave an account of the psychiatric work now done 
in each Army Command and showed that the classification 
of difficult cases had a good effect on Army morale. These 
cases seemed more prone to appear in military service than 
under civil conditions. , 


Return of Tuberculous Soldiers from South Africa 


Captain MARGESSON denied on October 9 that any special 
orders had been issued by his Department for forty military 
tuberculosis cases in the Addington Hospital, Natal, and 120 
similar cases at Oribi, to be returned to this country. He said 
there were general instructions regarding the return to this 


~ country from South Africa of soldiers suffering from tubercu- 


losis. On arrival in this country soldiers suffering from tubercu- 
losis were sent to a military hospital, where they received 
treatment as necessary until handed over to the care of the 
local health authority. 


Medical Services of Soldiers’ Dependants 


On October 14 Dr. HaDEN Guest asked the Secretary of 
State for War why the privilege of medical and dental treatment 
accorded to the families of regular soldiers now serving. and 
to those of reservists called up for service, was not given to the 
families of the soldiers enlisted or called up since the beginning 
of the war. Captain MARGESSON replied that the extension to 
the families of soldiers enlisted since the war of the facilities 
for medical and dental treatment at present enjoyed by the 
families of regular soldiers or reservists now serving would 
involve an enormous increase in the numbers of Army medical 
and dental officers, which could only be effected at the expense 
of the civil medical services. Moreover, the families of regular 
soldiers were not eligible for medical attendance in their homes 
unless they lived within a mile of certain fixed points, and if 
the concession were extended to the families of wartime soldiers 
its value would therefore vary according to the family’s 
domicile. 


Scotland’s Post-war Hospital Policy 
On October 14 Mr. McNemt asked the Secretary of State for 
Scotland if he could give further details of the Government’s 
post-war hospital policy for Scotland in relation to voluntary 
and emergency hospitals. Mr. JOHNSTON said that he proposed 


to have consultations at an early date with the various organiza- 
tions, including the associations of local authorities, concerned 
with hospital services in Scotland. In the meantime he could 
not add to the statement made in the House of Commons by 
the Minister of Health on October 9. 


Increase of Tuberculosis 


Mr. ERNEST BROWN announced on October 16 that, on the 
basis of provisional mortality figures for 1939 and 1940, the 
percentage increase in pulmonary tuberculosis in England and 
Wales for the population as a whole was 9.7% higher in 1940 
than in 1939. The highest rate of increase was 15% among 
women between the ages of 15 and 25. In the first quarter of 
1941 there had, however, been a reduction of 7% for the 
population as a whole, and of 4°, for women between the ages 
of 15 and 25. With the co-operation of the Medical Research 
Council he had arranged an expert investigation into the 
possible causes of increase. Everything possible was being 
done to maintain the tuberculosis service. 


Alien Doctors’ Employment 


In an answer on October 16 to Sir Henry Morris Jones Mr. 
BROWN announced that the number of alien doctors registered 
under the Medical Register (Temporary Registration) Orders, 
1941, by virtue of employment in approved services, was 470, 
apart from American doctors dealt with under the Order of 
1940. Of the total of 470, 385 were employed in hospitals, 33 
in public health appointments, and 52 as ship surgeons or in 
other miscellaneous posts. In addition, 24 received commis- 
sions in our Services, apart from those serving in Allied 
Forces. He recalled that the Order made on September 23 last 
provided an avenue of service in general practice by enabling 
alien doctors to be registered by virtue of employment as 
assistants to doctors already on the permanent Medical Register. 
The number of doctors still available was approximately 500, 
including those who had only recently become eligible for 
registration under the amended Defence Regulation 32B. 


First-aid Equipment of Home Guard.—Mr. Groves alleged on 
October 2 that the only dressing suitable for dealing with burns 
which had been issued to the Home Guard was tannic acid jelly, 
and that this jelly was by medical men considered to be more 
dangerous than useful in cases of burning of the hands or face 
or any exposed part of the body. Captain MARGESSON said he was 
looking into this question. Answering further questions he said all 
first-aid dressings issued for immediate use at Home Guard posts were 
impregnated with an antiseptic. Asked whether he knew that 
wooden splints issued to the Home Guard were so short that they 
would be useless for the proper control of a fractured leg, Captain 
MARGESSON replied on October 2 that arrangements were in hand 
for provision of suitable splints at regimental aid posts. 


Hospital Domestic Staffs—IiIn a reply on October 9 to Miss 
Rathbone, Mr. Brown said he had for some time been concerned 
because many voluntary hospitals were seriously hampered owing to 
lack of ancillary staff such as stokers, porters, and wardmaids. He 
had recently discussed these difficulties with representatives of volun- 
tary hospitals. Domestic work in hospitals was recognized as one 
of the services of most urgent national importance for which recruit- 
ment was to be carried out by the Minister of Labour. He had 
issued a poster for circulation to hospitals to make this importance 
clear to those already employed in hospitals. 


Special Examinations for Employment Exchanges.—On October 14 
Mr. Groves asked the Minister of Labour if’he was aware that 
doctors were being required by certain employment exchanges to 
undertake urine tests over a period; if such examination was part of 
the ordinary services of the doctor; and if a special fee was to be 
paid. Mr. Bevin: I understand that such action was taken in one 
district at the request of the medical board. The action was 
unauthorized, and steps have been taken to prevent its recurrence. 


Notes in Brief 


Mr. Ernest Brown hopes to issue within three or four weeks the 
report for 1940 of the Chief Inspector of Factories. 


In accordance with the general decision to suspend the issue of 
departmental reports not immediately essential to the war effort, the 
regular series of reports of the Ministry of Health and of the Chief 
Medical Officer will be suspended until after the war. Mr. Ernest 
Brown hopes, however, that a summary will be ready within the next 
two months. 


Publication of the annual reports of the Chief Medical Officer to 
the Board of Education will be deferred till after the war. 


( 
Wi 
Sti 
I 
Lo 
] 
é are 
(b) 
(d) 
Ire 
| 
im no 
i 
D 
D 
E 
| 
| 
“gq 
| 
| 
i 
| 


RNAL 


Oct. 25, 1941 


EPIDEMIOLOGY SECTION 


BritTIsH 599 


MEDICAL JOURNAL 


No. 40 
INFECTIOUS DISEASES AND VITAL 
STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended October 4. 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for : (a) England and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Efre. (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative county). (c) The 16 principal towns in Scotland. 
Ae 13 principal towns in Eire. (e) The 10 principal towns in Northern 

reland. 

A dash — denotes no cases ; a blank space denotes disease not notifiable or 
no return available. 


; 1941 1940 (Corresponding Week) 
Disease. 
| (a) (c) | (d) | (e) (a) | (b) | (©) (d) | Ce) 
Cerebrospinal fever .. 109 5 34 3 Sp 112 9) 37 1 3 
Deaths | 2 1 
Diphtheria | 997, 37) 451,163 61} 395} 31} 22 
Deaths ‘6 xe) S26) 3 3 1 1 31 1} 11) — 2 
Dysentery .. 108; 9f 175; — 63 3) 76) — | — 
Encephalitis lethargica, 
Enteric (typhoid) fever* 34. 5 4 77 3} 4) 2) 4 
Deaths 3 2 1) — 2 1) 
Erysipelas (= 59° 9} 1 29] 48) 3) 4 


Infective enteritis or | 
diarrhoea under 2 


Deaths - | 33) — 13) 47 
Measles 715! 34) 84) — [8,852] 184] 384) — | 41 
Ophthalmia neonatorum | 80 4 15; 2) — 91 4, 23; #1 3 
Deaths | 
Paratyphoid .. ..| 87 
Pneumonia, influenzalt 629 16 1} — 651} 50); 2) — 
Deaths (from in- 
fluenza) .. 14, 21 1) — 6) 9 3} — 1 
Pneumonia, primary .. 441 8 133) 10 
Deaths — 9 68 
Polio-encephalitis, acute | 2, — 
Deaths | 
Poliomyelitis, acute .. 31) 1 6 5} 34 1} 10) — — 
Puerperal pyrexia... | 149 5) 2} 138! 1 
Deaths 
Relapsing fever 1; — —_ 1) — — 
Deaths 
Scarlet fever .. 44) 249 52} 1641,872) 64] 45/55 
Deaths | 2,— — | — 
Whooping-coug /2,078 223] 56, 43) 1391,332) 15] 75 5 
Deaths 11) — 3i 11) — |" 1 3 
9 


Infant mortality rate | ' 
(per 1,000 live births) 


Deaths (excluding still- 
births) .. 3,598) 466 505; 219 10095,691' 1,493 590 180 114 
Annual death rate (per | | | 
1,000 persons living) 11-0) 14-5; 11-9) 12-0 16-6 
Live births... 4,899} 460 898, 397 19516,096, 709 819} 334 222 
Annual rate per 1,000 | | 
persons living .. 18:3) 26:4) 16-6, 22-3 19-4 
Stillbirths 204, 16) 33) 206 48, 
Rate per 1,000 total 
births (including 
stillborn)... | 35| | | 55, 


* Includes paratyphoid A and B for Northern Ireland. ” : 

+ Includes primary form for England and Wales, London (administrative 
county), and Northern Ireiand. 

$ Owing to evacuation schemes and other movements of population birth and 
death rates for Northern Ireland are no longer available. 


EPIDEMIOLOGICAL NOTES 


Discussion of the Table 

The feature of this week’s returns for England and Wales is 
the large increase in the cases of pneumonia—144—although a 
sharp increase during this period of the year is not an unusual 
experience. The notifications of the common infectious diseases 
—scarlet fever, whooping-cough, diphtheria, and measles—were 
all below the totals of the preceding week. No marked devia- 
tion in the geographical distribution of scarlet fever occurred, 
but the fall in the incidence of diphtheria was mainly due to the 
decrease in the Northern Counties, where the incidence had 
been rising lately. The large increase in the notifications of 
scarlet fever reported in Scotland was due to a general rise in 
the incidence throughout the country. 


Fewer cases of paratyphoid were recorded in England and 
Wales. Six cases of typhoid were notified in Kent (Orpington 
U.D.). 

Dysentery 

Nineteen cases in excess of the previous total occurred in 
England and Wales. Small increases were returned by ten 
counties ; 17 cases were notified in Bristol C.B. A _ serious 
increase was recorded in Scotland—175 cases compared with 71 
in the previous week: an outbreak in the county of Lanark, 
103 cases, was responsible for this. 


Cerebrospinal Fever 

The only changes of any note in the distribution of the noti- 
fications of this disease in England and Wales were those shown 
by Durham and Lancaster. Durham had 9 cases (Sunderland 
C.B. 6), compared with 3 in the preceding week, and Lancaster 
had 22 cases, against 10 in the previous week. In Lancaster 
the cases were scattered throughout the county, and with the 
exception of Manchester C.B., 7, no administrative area notified 
more than 2. A small rise (4 cases) occurred in Scotland, but 
with the exception of the city of Glasgow, 13, no district had 
more than 2 notifications. 

Poliomyelitis 

The 31 cases recorded in England and Wales were 7 below the 
total of the preceding week. For the second week in succession 
5 cases were notified in Berkshire, in four administrative areas. 
Three further cases were reported from Oxford C.B. The 4 
cases reported in Middlesex were from three separated districts. 
Two cases were notified in Surrey (Caterham and Wallingham) 
and Lancaster (Manchester C.B.). In Scotland an outbreak in 
Dumfries County accounted for 4 of the 6 cases notified. In 
Eire 2 cases occurred in Dublin and 3 in the urban district of 
Ballina, County Mayo. The 2 cases notified in Northern 
Ireland were from the rural district of Ballymoney. 


Quarterly Return of the Registrar-General for Scotland 

The vital statistics for Scotland for the second quarter of 
1941 show some considerable variations from the average trend. 
The birth rate of 18.3 per 1,000 live births was the lowest ever 
recorded in a second quarter. The infant mortality, 84 per 
1,000 live births, was 17 above the average for the quarter, and 
the maternal mortality, 5.3 per 1,000 live births, was 20% in 
excess. The death rate was 15.4 per 1,000, and when adjusted 
for the effect of the withdrawal of a large number of males for 
active service still remained 2.0 above the average for the second 
quarters of the five preceding years. The excess of deaths was 
most apparent among infants and at the highest ages. Deaths 
from tuberculosis, cerebral haemorrhage and allied conditions, 
and heart disease were considerably above the average. The 
excessive infant mortality was due to marked increases in deaths 
from diseases of the respiratory system and whooping-cough 
(301 deaths against an average of 133). Deaths from 
premature births also showed a considerable rise. Six 
hundred and fifty-three deaths were attributed to the principal 
epidemic diseases, and of these 94°, were due to whooping- 
cough, diphtheria, influenza, and cerebrospinal fever, which 
had 269, 117, 117, and 113 deaths respectively. 


Returns for the Week Ending October 11 
The notifications of infectious diseases in England and Wales 
during the week included scarlet fever 1,336, whooping-cough 
1,970, diphtheria 1,034, measles 787, cerebrospinal fever 110, 
poliomyelitis 38, dysentery 207, paratyphoid 64, and typhoid 23. 
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Medical News 


A Chadwick Public Lecture on the cleansing of towns and 
cities will be given by Mr. J.C. Dawes of the Ministry of Health, 
at the Royal Sanitary Institute, 90, Buckingham Palace Road. 
S.W.1, on Tuesday, October 28, at 2.30 p.m. 


Dr. John Parkinson will deliver a lecture on “ Cardiac Diag- 
nosis in Wartime” at the Weston Hotel, Bath, on Thursday, 
October 30, at 5.30 p.m. All Service medical officers and civilian 
practitioners will be welcome. 


A meeting of the Maternity and Child Welfare Group of the 
Society of Medical Officers of Health was held at Tavistock 


House South on October 4, the president of the group, Dr. E.- 


Virginia Saunders Jacobs being in the chair. Dr. Wilfrid 
Sheldon, physician to out-patients, Hospital for Sick Children, 
Great Ormond Street, opened a discussion of much interest on 
the effect of war conditions on young children. All speakers 
were unanimous in reporting the absence of deficiency diseases 
(rickets and scurvy), and the general evidence went to show that 
the health of young children had improved rather than deterior- 
ated since the onset of war—a profoundly satisfactory result. 
Tributes were paid to the Government's policy in inaugurating 
and maintaining the national milk scheme and to the work of the 
welfare authorities in supplying extra vitamin preparations. The 
value of the national dried milk for infants was emphasized. 
While the Government’s evacuation scheme had proved of great 
benefit to the health of children as a whole, Dr. Sheldon raised 
an important point in drawing attention to the danger of children 
being billeted in any house where there was a case of open tuber- 


 culosis and to the need for liaison between billeting officers and 


the health departments. 


The Polar Medal (bronze) has been awarded to Dr. Edward 
Hillis Marshall, D.S.O.. for good services between the years 
1925 and 1939 in the Royal Research Ships Discovery I] and 
William Scoresby. 


Letters, Notes, and Answers 


All communications in regard to editorial business should be 
addressed to THE EDITOR, BritisH Mepicat JourNaAL, B.M.A. 
House, TAvisTocK SQuarE, W.C.1. 

ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal alone 
unless the contrary be stated. 

Authors desiring REPRINTS of their articles must communicate 
with the Secretary, B.M.A. House, Tavistock Square, W.C.1, on 
receipt of proofs. Authors over-seas should indicate on MSS. 
if reprints are required, as proofs are not sent abroad. 

ADVERTISEMENTS should be addressed to the Advertisement 
Manager (hours 9 a.m. to 5 p.m.). Orders for copies of the 
Journal and subscriptions should be addressed to the Secretary. 

TELEPHONE No.—B.M.A. and B.M.J.: EUSTON 2111. 

TELEGRAPHIC Appresses.—EDITOR, Aitiology Westcent, London; 
SECRETARY, Medisecra Westcent, London. 

B.M.A. ScottisH OFFICE: 7, Drumsheugh Gardens, Edinburgh. 


QUERIES AND ANSWERS 


Function of the Vocal Cords 


Dr. Grace McLintock (Glasgow) writes in reply to the query by Dr. 
John Donald (October 4, p. 496): There is a paragraph in The 
Story of Medicine, by Victor Robinson, on page 132, where Galen’s 
descriptive passage is produced. 


R. S. S. writes: In reply to Dr. John Donald, the best edition of 
Galen’s De Usu Partium is Kiihn’s, published by Teubner, Leipzig, 
in 1893. Dr. Jonathan Wright’s History of Laryngology and 
Rhinology (Philadelphia, Lea and Febiger, 1914) will tell him a 
great deal about Galen’s observations on the larynx, but not the 
point about which he asks. Galen described accurately the carti- 
lages of the larynx, six pairs of intralaryngeal muscles, the laryngeal 
ventricles, and the innervation of the larynx, but is somewhat 
confused and’long-winded about the production of the voice. He 
understood, however, that the voice was produced at the glottis. 
‘** As the pipe would be useless without the reed, so voice could 
not be formed unless the passage is narrowed. In order 
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that the animal may emit voice it requires no doubt the movement 
of the breath, but none the less the narrowing of the channel in 
the larynx, not a simple narrowing, but one which can by degrees 
be constricted and by degrees relaxed *’ (De Usu Partium, Book 
VII, chapter 17). Galen gives himself credit for many anatomical 
discoveries, such as the recurrent laryngeal nerves and the laryngeal 
ventricles, but he was a collector of and commentator on the dis- 
coveries of his predecessors, as well as being one of the first 
experimental physiologists. 


Benzyl Benzoate Therapy 


Dr. Stipney Locker (Plymouth) writes: As benzol and benzoic acid 
do frequently cause hypoplasia and aplasia of the bone marrow 
and aplastic types of anaemia, might not the frequent use of benzyl 
benzoate for scabies have a similar effect on sensitive or even 
normal people? 


Income Tax 


Appointment under Emergency Medical Service 
MipLanb ”: An inspector of taxes claims to include the value of 
board and lodging supplied, on the ground that if it were not 
supplied then £100 per annum would be received in cash and would 
admittedly be assessable. 


*.* Income tax must be assessed according to the facts of the 
particular case, and arguments that if those facts were other than 
they are then liability would be clear are irrelevant. In the case 
of Cordy v. Gordon the court drew a distinction between (a) an 
agreement under which the employer paid £x and provided board 
and lodging worth £y, and (6) an agreement under which £x+f£y 
was payable less a deduction of £y for board and lodging pro- 
vided. The liability is on £x in the former case and on £x+£y 
in the latter case, and unless, on the terms of the agreement, 
express or clearly implied, the particular case in question falls 
within the former type the inspector’s view appears to be incorrect. 
If he declines to reconsider it we suggest that the facts be reported 
to the Board of Inland Revenue and their ruling on the question 
sought. We cannot see that liability to frequent removal can affect 
any question of liability to assessment in respect of board, etc., 
supplied in kind, although it might negative the Revenue contention 
that a cash allowance for board, etc., was assessable. 


LETTERS, NOTES, ETC. 


Treatment of Incontinence in Children over Four 


Dr. CHARLES PeppiE (Chorley) writes: Might I suggest a much 
simpler method of curing enuresis in children than that of Dr. 
J. Hartsilver (October 4, p. 496). I use light hypnosis and, in this 
condition, suggest that when the bladder requires to be emptied, 
no matter how deeply asleep they are, they will waken up, get out 
of bed, sit on the chamber, get back into bed, and sleep until the 
usual time for getting up. It is over six years ago that I had my 
last case—a girl of 16 who used to wake up wet to the armpits. 
The family consisted of herself and brother, and the mother 
lavished all her love on the boy, and so the bed-wetting started 
through jealousy and continued up to my using this method. 
Explanation was given of the origin of her trouble. To-day she 
is on war work and doing it well. Children are easy subjects in 
whom to induce light hypnosis. 


This Certification Business 


Mr. E. Warson-WILLIAMS (Bristol) writes: The question of medical 
certificates for glucose seems to need some attention. Quite a 
number of patients seem to think that if they want to supplement 
their sugar ration it is the doctor’s duty to help them. About a 
fortnight ago I attended a (gratis) patient for epistaxis. To-day 
I was asked to call and see her (my diagnosis had been menopause 
plus complete lack of exercise). I found her taking tea and toasted 
buns, and having declined an invitation to join her, the following 
dialogue took place. Patient: ‘“‘ | want you to give me a certificate 
so that I may get some glucose.”’ Reply: ‘‘ But why do you need 
glucose? *’ Patient: “I think it would do me good. I feel so 
dreadfully tired. Miss Q. and Katie R. and Sally S. take it and 
find it is so helpful.” Reply: ‘ Shall I order you some malt 
extract? ’’ Patient: “‘Oh no! That is so fattening.” Reply: 
‘* But a spoonful of malt extract will have the same effect as if 
you took glucose.’’ Patient: ‘* Well, why can’t you give me a certifi- 
cate that I need glucose? You haven't examined me, so you can’t 


possibly tell that I don’t need it.” ' 


Corrigendum 


In Dr. Leslie Ballon’s letter on ‘‘ Perfect Sight Without Glasses ” at 
page 562 of our issue for October 18, the word “ gently,” three 
lines from the foot of column 1, should have read ‘ generally ”’: 
line of treatment delivered generally may be harmful.” 
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